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HEAD 


Blair, V. P.: Notes on the Operative Correction of 
Facial Palsy. South. M. J., 1926, xix, 116. 

Simple nerve suture is seldom a practicable pro- 
cedure in facial palsy because of the short course of 
the main trunk of the nerve in the soft tissues and 
the small diameter of its branches. Complete trans- 
verse injury proximal to the pes anscrinus is pref- 
erably treated by anastomosis with the spinal ac- 
cessory or the hypoglossal nerve. Palsy of the twefth 
nerve is very crippling to singers and speakers, and 
paralysis of the eleventh to laborers. Although suc- 
cessful innervation may follow anastomosis with 
part of the donor nerve trunk or implantation of the 
facial into the donor nerve, most surgeons prefer to 
use the entire donor nerve. Although not originating 
as finely differentiated movements as the hypo- 
glossal nerve, the spinal accessory can give worth- 
while innervation to the facial muscles. The objec- 
tionable movements can be largely overcome by 
exercises before a mirror. 

The most noticeable feature of long-established 
Bell’s palsy is lateral displacement of the mouth to 
the opposite side, which is most evident in smiling 
and laughing. Most of the innervation of a nerve 
anastomosis is obtained in from six to twelve months, 
but learning to use this innervation to the best ad- 
vantage requires much longer. 

Transplantation of innervated muscles for Bell’s 
palsy has not been tried by the author. 

Mechanical fixation is accomplished by: (1) 
shortening the stretched tissue on the paralyzed side, 
or (2) obtaining fixation by the implantation of live 
strands of autogenous fascia lata strips. The first 
method is used chiefly after excision of the parotid 
gland and its contained nerve, and is done at the 
time of the excision. Fascial strip fixation is of more 
exact application and is used alone or with nerve 
suture. This operation, if done shortly after a nerve 
anastomosis, greatly lessens worry and uncertainty 
during the period of nerve regeneration, decreases 
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the load on the newly and often partly innervated 
muscles, and limits the overstretching of the para- 
lyzed muscles. 

The fascia loops that are substituted for the orbic- 
ularis oris and the bucinator muscles should firmly 
engage the fibers of the unparalyzed half of the orbic- 
ularis muscle in both the upper and lower lips and 
should be fixed laterally in the fascia in front of the 
ear. The fascia is inserted as shown in the illustra- 
tion. 

A specially devised trocar needle (the Reverdin 
needle is too short; a simple large-eyed needle on a 
handle prolongs the operation and increases the 
chance of fascia contamination) enters a small skin 
incision near the ear, engages the temporal fascia 
or tissue over the parotid, traverses the cheek, and 
emerges at the mesial end of the future loop. One 
end of the fascial strand is locked in the needle and 
the needle withdrawn, an inch or so of the strip being 
left to protrude at the mesial needle puncture. 

The strip is then disengaged and the needle re- 
introduced into the original skin opening near the 
ear, brought through the cheek by a different route, 
and brought out at the previous mesial opening where 
the protruding fascial end is grasped and drawn back 
through the tissues. The two free ends, which then 
emerge at the same incision near the ear, are tightened 
to produce the proper amount of fixation, this being 
tested by relaxing the pull after the application of a 
Halsted clamp to the fascial loop ends. 

When the correct length has been determined, the 
ends are sutured together with fine silk and buried 
in the tissues. As in the other types of fascia suture, 
each stitch engages only a part of the thickness of the 
strand. The fascial loops should be sufficiently short 
to cause quite noticeable overcorrection. 

Immediately after closure of the wound the strain 
is taken off the newly implanted fascia by maintain- 
ing the face in an overcorrected position by means of 
one layer of gauze applied with flexible collodion. A 
marine sponge pressure dressing is used for two 
weeks. 
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Fig. 1. Trocar needle used in implanting the fascial strips. A, position with the hook on 


the trocar protruded, ready to grasp the fascial strip. B, the hook partially withdrawn into 


the trocar, the fascial strip within its grasp. 
is being inserted or withdrawn. 





C, the position of the trocar while the needle 
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Fig. 2. A, the manner of using the needle. B, the fascial strip in place. 


Infection, excessive haemorrhage, and the use of a 
homograft have been causes of failure. The author 
prefers silk as a substitute for any live autogenous 
tissue, but is prejudiced against all foreign implants 
such as preserved tendon and kangaroo tendon. 

If partial paralysis from section of the inframan- 
dibular branch during a drainage incision or the re- 
moval of the submaxillary lymph glands requires 
correction, the author prefers fascial fixation of the 
injured side to paralysis of the opponent muscles. 

WALTER C. Burket, M.D. 


EYE 


Obarrio, P.: The Mechanism of Accommodation 
Confirmed by Experimental Data. Am. J. 
Ophth., 1926, 3 s. ix, go. 


The author gives the Helmholtz and Tscherning 
theories of the mechanism of accommodation and 
summarizes the evidence in favor of the Tscherning 
theory as follows: 

1. Experimental data reveal that the contraction 
of the ciliary muscle enlarges the ciliary opening, 
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producing tension instead of relaxation of the sus- 
pensory ligament. 

2. When the lens is removed from the young eye 
and allowed to assume the form given it by its own 
elasticity, its shape becomes more or less globular or 
spheroidal, which is not the shape that it asumes 
during the act of accommodation. 

3. Repeated measurements of the displacement of 
reflected images demonstrate that during accommo- 
dation the surface of the lens has a considerably 
greater curvature in the center than at the periphery. 

4. The trembling or jumping motion of the images 
during accommodation is due to the vibratory action 
of all of the voluntary muscles, which is imparted to 
the lens through the ligaments. 

5. The amplitude of accommodation diminishes 
toward the periphery of the pupil, and the contrac- 
tion of the longitudinal fibers of the ciliary muscle 
exerts traction on the choroid, tending to give further 
support and consistency to the vitreous which in turn 
steadies the posterior surface of the lens. 

6. Because of its extreme tenacity and elasticity 
and its dome shape, the posterior capsule cannot 
flatten cut in the middle, Lut toward the periphery, 
where the cortex of the Jens i's ccnsiderably softer, it 
yields to the action of the suspensory ligament. 

7. The increase in thickness of the lens during 
accommodation is due to the double pressure ex- 
erted upon the softer cortex by the vitreous acting 
on the posterior surface and the ligament acting 
laterally, these forces causing a displacement of this 
softer mass toward the point of least resistance— 
the anterior capsule. 

8. The descent of the image of the posterior cap- 
sule during an extreme effort of accommodation is 
due possibly to a very slight tilting of the lens in its 
horizontal axis and probably also to slight motion 
of the eye itself. 

9g. It must be borne in mind that, during con- 
sciousness, all involuntary muscles maintain a state 
of tone, and that therefore the ligament at all times 
exerts a slight tension due to the tone of the ciliary 
muscle and the elasticity of the lens capsule, prin- 
cipally the posterior capsule. 

10. All of these facts are possible because of the 
action of Schlemm’s canal as a safety valve in the 
anterior chamber. Ausrey H. Pemper, M.D. 


Ziegler, S.L.: The Surgery of Trachoma: Practical 
Problems. J. Am. M. Ass., 1926, 1xxxvi, 399. 


Ziegler reviews the lesions that cause the per- 
sistence of trachoma and describes the operative 
treatment. The chief factors in this pathogenic dys- 
function are two mechanical processes: (1) lid fric- 
tion from blepharophimosis and trichiasis, and (2) 
lachrymal maceration from the perversion of tears 
and obstruction of the ducts by trachomatous in- 
vasion. 

Blepharophimosis is caused by the acute swelling 
engendered by the hypertrophied papillae, the gelati- 
noid granulations, and the engorged mucosa. In 
the later stages, cicatricial contraction of the con- 
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junctiva, tarsal cartilage, and total lid structure 
adds to the complications. The ensuing entropion 
with trichiasis and the consequent lid friction finally 
result in multiple ulcers or in pannus limited to the 
area of pressure contact. These corneal lesions will 
disappear when the lid tension is properly relieved. 

Lachrymal obstruction causes simple epiphora or 
the regurgitation of septic secretions. To this may 
be added the infectious conjunctival discharge and 
the hypersecretion of tears from the lachrymal gland. 
This excess of moisture stimulates the growth of 
polypoid granulations on the conjunctival surface 
and adds to the maceration that generally follows 
the corneal erosion caused by lid friction. This 
lachrymal secretion often causes the failure of an 
operation that would have been successful if the lach- 
rymal lesions had been eliminated. 

Accordingly, the practical problems in the surgery 
of trachoma narrow down to the correction of lid 
friction and lachrymal maceration. 

Under the heading “Conservative Surgery of 
Trachoma,” Ziegler describes Knapp’s roller opera- 
tion, freezing with carbon dioxide snow, canthotomy, 
canthoplasty, rapid dilatation of the lachrymal canal. 
galvanocautery puncture for entropion and trichia- 
sis, and galvanocautery peritomy for pannus. 

In discussing canthotomy he states that the best 
procedure for relieving the lid tension is cantholysis 
or section of the superior canthral ligament. With 
regard to canthoplasty he says that von Ammon’s 
technique is the one usually employed, but that 
Agnew’s addition of cantholysis improves its results. 

Of the radical surgical procedures he recommends 
for milder cases von Burow’s operation for splitting 
the tarsal cartilage. In extremely chronic cases, 
the Kuhnt-Heisrath excision of the tarsal cartilage is 
necessary. Whichever one of these operations is 
decided upon, it should be preceded or supplemented 
by canthotomy, galvanocautery puncture, and rapid 
dilatation of the lachrymal canal. 

L. L. McCoy, M.D. 


Loeb, C.: Choked Disk and Vitreous Opacities 
Following Fracture of Skull. Am. J. Ophth., 
1926, 3 Ss. Ix, 184. 

Following fractures of the skull, choked disk is not 
uncommon, retinal hemorrhages are rarer, and vitre- 
ous opacities are very unusual. Under these con- 
ditions choked disk may not be the result of increased 
intracranial pressure but due to hemorrhage into the 
nerve sheath. 

A man 32 years old sustained a fracture of the skull. 
At examination several weeks later the eyes appeared 
normal externally, but the vitreous of both eyes was 
cloudy, a large blood clot was found in the vitreous, 
and detachment of the retina was suggested. The 
disks were in the stage of receding papilloedema. 
Several months later the vision of the right eye was 
normal with the proper correction. One large opac- 
ity in the left vitreous prevented a good view of the 
fundus and caused a diminution of vision. 

Vinci. Wescott, M.D. 
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Rutherford, C. W.: Some Essentials of Glioma of 
the Retina. Am. J. Ophth., 1926, 3s. ix, 171. 

Rutherford reports the case of a child 3 1/2 months 
old whose parents had noted a peculiar appearance 
in its right pupil. The general examination and 
history were negative. The right eye was blind. 
The pupil was larger and reacted more sluggishly than 
the left. Behind the right lens was a yellowish 
rounded mass occupying the entire vitreous chamber. 
The diagnosis was glioma of the retina. ‘The eye was 
enucleated before extra-ocular extension or metasta- 
sis had occurred. The microscope revealed all the 
essential characteristics of a glioma of the retina. 

Vircit Wescott, M.D. 


EAR 


Guthrie, D.: The Prognosis of Middle-Ear Suppura- 
tion in Children. Edinburgh M. J., 1926, xxxiii, 
Med.-Chir. Soc. Edinburgh, 49. 


Middle-ear suppuration is often regarded asa trivial 
ailment but is a disease of considerable importance 
as it is a direct cause of ill health and deafness and 
may even prove fatal. At autopsy it has been found 
in as many as 8o per cent of infants under 1 year of 

‘age. In the vast majority of cases a common cold is 
the causative factor. 

Of 129 patients with acute middle-ear suppuration 
which were traced by the author, 78 per cent were 
found free from drainage and deafness from two to 
five years after the original attack. Acute mastoidi- 
tis is a frequent complication after streptococcal in- 
fection but has a favorable prognosis if intracranial 
involvement does not occur. Of thirty-nine pa- 
tients operated upon for this condition, 75 per cent 
were found to be quite well. 

In chronic suppurative otitis media the outlook is 
distinctly less favorable. The chronicity is attribut- 
able to neglect of treatment, constant re-infection by 
repeated colds, and adenoids. Of 207 patients treated 
conservatively, only 57 per cent were cured and in 
15 per cent both deafness and discharge were still 
present. Surgical treatment was given in fifty-seven 
cases, but the results were disappointing regardless 
of the type of operation. 

Tuberculous otitis media was found in twenty- 
two cases. In this condition a radical operation is the 
only treatment to be considered. 

From his observations the author concludes that 
the more recent the suppuration the more favorable 
the prognosis. The avoidance of colds in infancy 
is all important. Adenoids should be removed. Such 
attention will often prevent deafness in adult life. 

GrorGE R. McAuttrr, M.D. 


Keen, J. A.: An Investigation of the End-Results 
of Sixty Cases of Radical Mastoid Operation, 
with Special Reference to Hearing. J. Laryngol. 
& Otol., 1926, xli, 145. 

The author studied sixty cases of radical mastoidec- 
tomy to determine what hearing power, if any, was 
preserved after the operation. His patients were 


children between the ages of 7 and 16 years. The 
tests used were the conversational voice and watch 
tests. Both were used before operation and repeated 
after the cavity had been dry and healed for a 
year. 

Keen found that the hearing which remains is in- 
dependent of the duration of the middle-ear suppura- 
tion, provided bone conduction is good. The findings 
at operation have no relationship to the final hearing 
except when cholesteatomata are present, when hear- 
ing tends to be poor. The most favorable operation 
cavity from the standpoint of hearing is the large dry 
cavity lined by a thin epithelium. The poorest is the 
mucous membrane type. 

Of Keen’s patients, one-third had better hearing 
and two-thirds had poorer hearing one year after the 
operation. The result was somewhat dependent up- 
on whether the ear was used or not. A new theory 
is needed to explain sound conduction in the absence 
of the drum and ossicles after a radical mastoidec- 
tomy. According to Zimmermann’s theory, which 
appears to be the most logical, sound waves reach 
the cochlea by way of the promontory, the basilar 
membrane being thus set in motion without the 
intermediary of the labyrinthine fluid. The ear is 
probably unique in its power of adaptation, since 
after sound waves reach the cochlea by other ways, 
these unusual channels have developed so strikingly 
that the hearing is excellent. 

Georce R. McAutirr, M.D. 


NOSE AND SINUSES 


Shibley, G. S., Hanger, F. M., and Dochez, A. R.: 
Studies on the Common Cold. I. Observations 
of the Normal Bacterial Flora of the Nose and 
Throat with Variations Occurring During 
Colds. J. Exper. Med., 1926, xliii, 415. 


The studies reported in this article were under- 
taken to obtain an acceptable explanation of the 
causation of the common cold. 

The methods employed in the investigation are 
described and the findings given in tabular form. 

Cultures of the nose and throat of normal persons 
were compared with cultures made during colds, 
and the incidence of certain organisms was noted. 

The normal basic nasal flora includes staphylococ- 
cus albus, diphtheroids, and, in certain persons, 
staphylococcus aureus and citreus. Occasional 
transient bacteria are Gram-negative cocci and non- 
hemolytic streptococci. 

The normal basic throat flora includes Gram- 
negative cocci, non-hamolytic streptococci and, in 
certain persons, “‘large Gram-positive cocci,” bacil- 
lus influenzz, bacillus ‘‘X,” and diphtheroids. Tran- 
sient organisms are staphylococcus albus, hamolytic 
streptococci, staphylococcus aureus and citreus, and 
pneumococci. 

In the early stages of colds the cultures showed no 
bacteria to which a réle in the causation of the cold 
could be assigned, but the basic flora of the nose was 
often scanty, and the throat showed a reduction of 
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prominence or alterations in predominance of the 
basic flora. 

Organisms which were prominent in colds, usually 
as late or secondary invaders, were staphylococcus 
aureus, hemolytic streptococci, and bacillus in- 
fluenze. 

There was a striking incidence of hemolytic 
streptococci in throat infections. 

A. R. HoLienper, M.D. 


Van Gilse, P.H. G.: Investigations on the Develop- 
ment of the Sphenoidal Sinus. J. Laryngol. & 
Olol., 1926, xli, 137. 


The sphenoid sinus consists of two parts, the neo- 
sinus and the part situated directly behind the an- 
terior wall, which the author has named the “‘ palaio- 
sinus.” The palaio-sinus develops very early in fetal 
life. 

The nose is formed by an ingrowth of epithelium 
from the surface into the mesenchyme and the re- 
sulting cavity becomes connected with the mouth 
through the primitive choanz. The extension of the 
ingrowth beyond the posterior part of the primitive 
choanz is the origin of the palaio-sinus. In an em- 
bryo 50 mm. in length the nasal cavity is enclosed in a 
cartilaginous capsule, the posterior part of which 
becomes the sinus cupularis posterior or recessus. 
At a further stage the recessus ossifies, forming a 
bony capsule which surrounds the sinus on all sides. 
On the anterior wall of the recessus there then re- 
mains a narrow opening, the ostium of the later 
formed sphenoid sinus. Pneumatization begins 
only after the capsule and sphenoid have become 
fused. 

In adult life the sphenoid always consists of two 
parts, the remains of the capsule and the true sinus. 
The pneumatization is performed by the subepithe- 
lial layer of mucous membrane covering the walls of 
the palaio-sinus. When secondary pneumatization 
is incomplete, a sinus within the sinus may be formed. 
This is situated so laterally that it may be mistaken 
for an ethmoid cell. 

Absence of the sinus is rare, and a double sinus 
can occur only with malformation of the nose. A 
double opening in a sinus is due to some pathological 
condition. 

The cessation of pneumatization is due to the 
presence of softer material such as remnants of car- 
tilage or connective tissue. Irregularities of the 
sinus may be due to retardation of pneumatization 
by abnormal conditions of the bone, irregularities in 
fusion of the different parts (rickets), pathological 
conditions of the mucosa, or ozena. 

Greorce R. McAuuirr, M.D. 


PHARYNX 


Trotter, W.: The Surgery of Malignant Disease of 
the Pharynx. Brii. M.J., 1926, i, 269. 


In the laryngopharynx, carcinoma usually does not 
progress with great rapidity, especially if the patient 
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is edentulous, but oral sepsis seems to aggravate it. 
It is of two types, the postcricoid or hypopharyngeal 
and the epipharyngeal. The first is limited practi- 
cally to women, appears at a relatively early age, and 
often causes for a period of years slight difficulty 
in swallowing, choking during meals, and chronic 
laryngitis. 

In early stages a laryngoscopic examination may 
not establish the diagnosis, but later may reveal an 
oedema of the arytenoids or an epitheliomatous ulcer 
on the anterior pharyngeal wall. A bronchoscopic 
examination under anesthesia should always be done 
when indicated. 

Epipharyngeal carcinomata occur most frequently 
in men after middle life and have their starting 
points on the epiglottis, aryepiglottic fold, lateral 
pharyngeal wall, and pyriform sinus. In the cases 
of middle-aged persons, pharyngeal malignancy 
should be suspected whenever any kind of abnormal 
sensation is felt in the throat persistently and an 
examination should be made for ulcer, a collection of 
mucopus, and a fixed arytenoid. 

In cases in which a radical operation is out of the 
question, great relief and some prolongation of life 
are gained from such palliative measures as tracheot- 
omy and complete clearing of the mouth. In oper- 
able cases of a serious type radical operation must 
include complicated plastic work because of un- 
avoidable mutilation. The epipharyngeal type of 
case is more favorable because the malignancy and 
tendency toward gland infection are less and a 
mutilating operation is unnecessary. Chloroform is 
administered first by mouth and later through a 
tracheotomy tube. In the tracheotomy, a disk % in. 
in diameter is removed from the anterior wall. The 
tube is left in place for about a week. When the 
glands are palpably involved a very complete dis- 
section is done with removal of the jugular vein and 
ligation of the external carotid close to the bifurca- 
tion, but with preservation of the sternomastoid 
muscle for plastic purposes. 

In the operative work the method of access on 
which all procedures are based is lateral pharyngot- 
omy. 

A vertical incision is made over the middle 
aspect of the larynx down to the cartilages, and the 
infrahyoid muscles and constrictors are so turned 
that the great cornu of the hyoid and thyroid ala 
may be exposed and removed. The lax pharyngeal 
wall is exposed, the wound protected from contact 
with mucus, and the growth removed with an 
adequate margin. The muscles are then brought 
together and the neck wound is packed with boric 
acid powder and left wide open. A small rubber 
catheter is introduced into the pharynx and brought 
out through the mouth for feeding. This catheter is 
left in place for about five days and then passed 
for individual feedings. 

In favorable cases healing is usually complete 
and swallowing is normal after about a month and 
the power of speech rapidly returns. 

GeorcE R. McAuuirr, M.D. 
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Berry, Sir J.: Some Clinical Aspects of Simple 
Goiter, with Remarks on Its Causation. Lancet, 
1926, ccx, 269. 


Berry regards simple goiter, not as a hypertrophy 
of the thyroid, but as a degenerative process in 
which the colloid is increased and the cellular ele- 
ments are decreased. 

He states that he does not believe that a lack of 
iodine is the causative factor in simple or endemic 
goiter since on numerous occasions when a new 
water supply was put in in a goiter district and 
tests showed no iodine in the water, the incidence of 
goiter was reduced. In one case the reduction was 
from 80 to 2.2 per cent. 

From his experience of thirty-five years and visits 
to nearly every goiter section in Europe Berry con- 
cludes that at least in the vast majority of cases the 
disease is produced through the agency of drinking 
water. He does not know what element in the water 
is responsible, but states that practically all waters 
that produce goiter contain mineral matter of a 
calcareous nature. ArtHuuR L, SHREFFLER, M.D. 


Felberbaum, D., and Finesilver, B.: Substernal 
Thyroid. Am. J. M.Sc., 1926, clxxi, 218. 


The authors call attention to the fact that the 
substernal thyroid is frequently overlooked. In a 
series of 495 tcleroentgenograms made in routine 
cardiovascular examinations, six cases of substernal 
thyroid were found. 

The diagnosis is based upon: (1) remote or toxic 
symptoms induced by hyperactivity of the gland, or 
(2) pressure symptoms. Fluoroscopic examination 
is of great aid in differentiating between an intra- 
thoracic goiter and a sacculated aneurism of the as- 
cending arch of the aorta. An intrathoracic goiter 
lacks the expansile characteristics of an aneurism and 
moves with the trachea during respiration. ‘The 
condition is often symptomless and remains benign 
for many years. 

In two of the authors’ cases minute doses of thy- 
roid caused great symptomatic improvement. When 
symptoms of mediastinal compression are severe, 
surgery or deep X-ray treatment may be considered. 

ARTHUR L, SHREFFLER, M.D. 


Dinsmore, R. S.: Hyperthyroidism in Children. 
Surg., Gynec. & Obst., 1926, xlii, 172. 
Hyperthyroidism in children is more common 
than has been supposed. Its cause is unknown, its 
onset abrupt, and its course rapid. No case of 
hyperthyroidism in a boy under 10 years of age has 
been reported. In many cases of hyperthyroidism in 
children there is a history of goiter in other members 
of the family. Klein reports three cases of hyper- 
thyroidism following removal of the tonsils. In only 
a few cases is there a history of a directly preceding 
infection. In a small percentage, the hyperthyroid- 
ism developed after iodine therapy, but disappeared 
promptly when this treatment was discontinued. 


The condition is characterized by nervousness 
followed by enlargement of the thyroid gland, tachy- 
cardia, and exophthalmos. Tremor was noted in 
twenty-five of forty-eight cases. In sixteen, there 
was a loss of weight. The pulse averaged 125 and the 
maximum rate was 162. The basal metabolism rate 
in children with hyperthyroidism has not been defi- 
nitely established. 

The treatment of hyperthyroidism in children 
does not differ essentially from that of hyperthy- 
roidism in adults, but the child is apt to be very ill 
after the operation. Careful handling is essential as 
children with hyperthyroidism are always poor 
operative risks. As a rule, preliminary ligations of 
the arteries on separate days should be done three 
months before thyroidectomy. The thyroid should 
be removed before foci of infection are attacked. 

Marcus H. Hopart, M.D. 


Badylkes, S.: Experimental Thyrotoxicosis: The 
Thyroid and Its Influence on Gastric Secretion 
(Die experimentelle Thyreotoxikose, die Schild- 
druese und ihr Einfluss auf die Magensekretion). 
Russkaja Klin., 1925, ii, 199. 

In order to study the influence of the thyroid on 
gastric secretion, the author conducted investigations 
on nineteen normal males, none of whom showed any 
disturbance of the endocrine glands or other internal 
organs and all of whom had a normal gastric secre- 
tion. The comparative studies on the gastric secre- 
tion were made with the aid of a thin tube introduced 
before the thyroid preparation was given and again 
at the end of the experiment. From nine to twenty- 
four tablets of dried thyroid substance were given 
by mouth daily until pronounced symptoms of 
thyrotoxicosis were demonstrated, especially on the 
part of the cardiovascular system. The administra- 
tion of the thyroid substance was then stopped. 

In most cases there was a diminution in the gastric 
secretion—a decrease in the acidity as well as in the 
quantity of the juice. An increased secretion was 
found in only 17.5 per cent. The gastric secretion 
was decreased in the patients who had received large 
doses of thyroid substance and had reacted strongly 
and was increased in those who reacted weakly. 
Corresponding reports by other investigators writing 
on myxeedema and Basedow’s disease led the 
author to the conclusion that the secretion of the 
thyroid gland is necessary for gastric secretion. In 
some persons small doses of thyroid substance in- 
crease the secretion whereas large doses diminish 
it. Von ACKERMANN (Z). 


Read, J. M.: The Prognosis in Exophthalmic Goiter. 
Am.J.M.Sc., 1926, clxxi, 227. 


Exophthalmic goiter occurs at all ages and in all 
parts of the world, but its incidence seems to be 
greatest in goiter districts. It is about nine times 
more common in females than in males. It is prone to 
run a cyclic course with remissions and recrudes- 
cences, and has a tendency toward chronicity, though 
it frequently ends in spontaneous recovery. It pre- 
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sents atypical forms, and is associated with an irre- 
ducible mortality. Its most constant feature is an 
increase in the basal metabolic rate. 

Acute cases of exophthalmic goiter with a well- 
defined onset offer a more favorable prognosis for 
recovery than those with an insidious onset and 
symptoms noted for several years before the patient 
seeks treatment. The height of the basal metabolic 
rate offers only slight assistance in the estimation of 
the prognosis. Males with exophthalmic goiter 
seem more resistant to treatment and are more apt 
to become chronic sufferers from the condition than 
females. Subtotal thyroidectomy nearly always pro- 
duces a remission of the disease if the patient sur- 
vives the operation, but it does not constitute a cure. 

ArtHUR L. SHREFFLER, M.D. 


Fitzgerald, R. R.: A Comparative Study of the 
Effect of Two Different Preparations of Iodine 
Upon the Pre-Operative Basal Metabolic Rate 
in Exophthalmic Goiter. Canadian M. Ass. J., 
1920, Xvi, 159. 

The author reports a comparison of the action of 
Lugol’s solution in lowering the pre-operative basal 
metabolic rate in exophthalmic goiter with that of re- 
sublimed iodine given in solution in dilute hydriodic 
acid. It is well known that Lugol’s solution in the 
pre-operative management of exophthalmic goiter 
shortens the period necessary for pre-operative rest, 
renders inoperable cases operable, and nearly elimi- 
nates the postoperative reaction. 

Fitzgerald compared two series of cases which 
were as nearly as possible alike and were treated by 
one or the other method exclusively. In all of these 
cases the histopathological changes of exophthalmic 
goiter were found on microscopic examination of the 
thyroid tissue removed at operation. The basal me- 
tabolic rate was lowered in nearly every case, re- 
gardless of the kind of iodine used. This rate gener- 
ally fell gradually to a minimum in from three to 
fourteen days and then rose slightly and remained 
approximately constant. The two methods of treat- 
ment produced practically the same decrease in the 
basal metabolic rate and in about the same length of 
time. 

A minim of Lugol’s solution contains approxi- 
mately 5.8 mgm. of available iodine and a minim of 
dilute hydriodic acid 6.6 mgm. of available iodine. 
It was found necessary to give nearly four times as 
much resublimed iodine as Lugol’s solution to produce 
the same clinical result. Cyrm J. Graspet, M.D. 


Gilman, P. K., and Kay, W. E.: Total Thyroidec- 
tomy in Thyrotoxicosis of the Exophthalmic 
Type: A Preliminary Report. Am. J. M. Sc., 
1926, clxxi, 239. 

Gilman and Kay report ten cases of thyrotoxicosis 
of the exophthalmic type in which a total thyroi- 
dectomy was done, the safety of the parathyroids and 
recurrent laryngeal nerves being insured by shaving 
the posterior portion of each lateral lobe as close to 
the capsule as possible. They determined upon this 
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treatment because they believe that in this condition 
the entire gland is diseased and because they had 
noted that the postoperative reaction is inversely 
proportional to the amount of gland removed. It is 
not difficult to maintain a proper thyroid balance 
by the administration of a thyroid preparation. 

Before the operation the patients were told that 
they would be obliged to take a certain amount of 
thyroid preparation daily for the remainder of their 
lives. No difficulty was experienced in obtaining 
their consent to the operation as all of them had 
been rendered invalids by the condition. 

Artuor L. Surerrcer, M.D. 


Geiger, H.: The Fate of the Blood Supply of the 
Thyroid After Thyroidectomy, with Special 
Regard to the Formation of a New Thyroid 
Capsule (Ueber das Schicksal der Blutversorgung 
in Schi'ddruesen nach Strumektomie, mit Pemer- 
kungen ueber die Biidung der neuen Schilddruesen- 
kapsel). Beitr. z. klin. Chir., 1925, cxxxiii, 583. 

To determine the fate of the blood supply in the 
remaining portion of the thyroid gland after partial 
thyroidectomy the ordinary methods of cadaver 
examination with injection of the vessels are not 
sufficient as they show nothing with regard to the 
formation of collateral vessels. The question as to 
what vessels are formed and what route is taken by 
the blood after ligation of the arteries can be answered 
only by studying the cadavers of persons subjected 
to thyroidectomy. The author studied four cases. 

In the first case, resection of the lower half of the 
right lobe of the thyroid had been done eight months 
previously. In the second, ligation of both inferior 
arteries, ligation of the anterior branch of the right 
superior artery, and resection of the right lobe of the 
thyroid had been done eight years previously. In 
the third, ligation of the vessels of the right side had 
been followed by resection of the right lobe with 
division of the isthmus. In the fourth, all of the 
vessels had been ligated on account of exophthalmic 
goiter nine years previously and the right lobe had 
been resected later because of recurrence. Death 
occurred the day after the resection. 

The studies made by the author showed that after 
ligation of single arteries a collateral circulation is 
formed on the gland. After ligation of all four main 
arteries, anastomoses are formed by both the pre- 
glandular and postglandular vessels. Following the 
ligation of all vessels and resection, the retroglandu- 
lar vessels form most of the collaterals because, in 
the operation, the short straight muscles of the neck 
are either divided or separated from the gland and 
therefore the delicate vessels are torn through while 
the posterior vessels are preserved. Srau (Z). 


Berman, L.: The Diagnostic Criteria of Chronic 
Parathyroid Insufficiency, with Special Refer- 
ence to the Phosphate Content of the Blood. 
Am.J.M.Sc., 1926, clxxi, 245. 


Criteria of chronic parathyroid insufficiency are 
dystrophies of the hair, nails, teeth, and skin; me- 
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chanical hyperexcitability of the nerves as indicated 
by the Trousseau and Chvostek phenomena; elec- 
trical hyperirritability of the peripheral nerves; a 
decrease of the calcium content of the blood; and a 
decreased phosphate content in the urine with 
phosphate retention in the tissues and an increased 
phosphate content in the blood. 

The Trousseau phenomenon is produced by the 
application of a ligature firmly about the upper arm. 
The pressure should be suflicient to prevent per- 
ception of the pulse. The phenomenon consists in 
the assumption of the obstetrical hand after from 
three to five minutes on stroking of the palm. 

The Chvostek phenomenon is the response to 
mechanical stimulation of the facial nerve at its 
point of emergence from the parotid gland as the 
pes anserinus. Artuur L. Surerrcer, M.D. 


Miller, J. W.: The Treatment of Laryngeal Tuber- 
culosis with the Goerz-Wessely Lamp. Med. J. 
& Rec., 1926, cxxiii, 166. 

Miller reports in some detail his observations of 
the use of the Wessely lamp in the treatment of 
tuberculosis of the larynx by Wessely of Vienna. 
The Wessely lamp is an arclight with carbon bars 
especially constructed and impregnated according 
to the Goerz system, by which the greatest concen- 
tration of the rays is thrown to one side and made 
to converge into a cone through the medium of a 


quartz optic. The heat rays are absorbed by a water 
jacket connected with the quartz optic. 

In tuberculosis of the larynx the treatment is ad- 
ministered directly by means of the Seiffert universal 
laryngoscope or a metal laryngeal mirror. The period 
of treatment varies from a few weeks to one and 
one-half years. 

Miller is of the opinion that in laryngeal tuber- 
culosis this form of treatment heals if it does not 
actually cure. James C. Braswett, M.D. 


Jackson, C.: Blastomycosis of the Larynx. Arch. 


Ololaryngol., 1926, iil, 99. 

Blastomycosis of the larynx is a rare disease, but 
in Jackson’s opinion may not be so rare as is sug- 
gested by the paucity of case reports and the failure 
of textbooks to mention it. Jackson reports one 
case and cites two others. 

The initial symptoms are hoarseness, cough, dysp- 
noea, and dysphagia. A positive diagnosis is estab- 
lished only by the discovery of the blastomyces in 
smears of the sputum or secretions. The condition 
must be differentiated from laryngeal tuberculosis 
in which tubercle bacilli cannot be found. 

In the treatment, potassium iodide gives good 
results not only because of its effect on the blasto- 
mycotic lesions, but also because of its selective 
action on the laryngeal mucosa. 

Georce R. McAuttrr, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Conway, J. A.: Two Cases of Cerebral Aneurism 
Causing Ocular Symptoms, with Notes of 
Other Cases. Brit. J. Ophth., 1926, x, 78. 


In the diagnosis of cerebral symptoms the pos- 
sibility that an aneurism of a cerebral vessel may 
be the cause is rarely taken into consideration. In 
some cases such an aneurism may give rise to no 
symptoms that can be recognized clinically, and in 
many it causes death so suddenly that there is no 
opportunity for a study of the prodromal symptoms. 
Age gives no clue as to its probable presence or 
absence as it may occur at any age. There is no 
particular diathesis or constitutional state which 
favors its development, suggests it, or differentiates 
it from other cerebral neoplasms. 

Osler found twelve cases of cerebral aneurism in 
800 autopsies at the Montreal General Hospital, and 
Newton-Pitts found nineteen in 9,000 inspections at 
Guy’s Hospital, London. Bradford believes the con- 
dition is not uncommon, and Fearnsides says, “‘ The 
presence of a saccular ancurism on one of the basal 
cerebral arteries at necropsy is one of the commonest 
pathological findings.” 

Conway found forty-three cases of undoubted 
cerebral aneurism among 6,325 sections. Twenty- 
four of the subjects were males. The oldest was a 
man of 72 years and the youngest a young boy. Ten 
of the subjects were under 25 years of age. The 
great majority died from sudden apoplexy without 
any prodromal symptoms. Fifteen showed some 
warning cerebral symptoms, usually headache and 
vomiting, but in only seven of these fifteen did the 
symptoms precede death by more than a few days. 
With the exception of four, all died from rupture of 
the aneurism. Three died from rupture of another 
cerebral vessel and one from intracranial pressure. 
Many of the subjects showed ocular symptoms after 
the onset of cerebral hemorrhage. In no case was 
the presence of a cerebral aneurism suggested as a 
possible cause of death. A statement regarding the 
Wassermann reaction was made in only a very few 
of the case records. This is explained by the fact 
that the majority of the patients were admitted to 
the hospital in coma and soon died. In only a few 
of the records was there any mention of syphilis of 
the vessels. The vessel most frequently affected was 
a branch of the middle cerebral artery. Two vessels 
were affected in only two cases. 

The author believes that cerebral aneurisms are of 
congenital origin. In twenty-five of his cases there 
was no sign of vascular or cardiac disease and no 
evidence of any other causal agent. 

STANLEY J. SEEGER, M.D. 


NERVOUS SYSTEM 


Towne, E. B.: Invasion of the Intracranial Venous 
Sinuses by Meningioma (Dural Endotheli- 
oma). Ann. Surg., 1926, |xxxiii, 321. 

Meningiomata (dural endotheliomata) are en- 
capsulated, non-metastasizing tumors which fre- 
quently invade the dura and the overlying skull and 
compress but do not invade the brain. When they 
are excised with the involved dura and skull they 
do not recur. The bone proliferation helps to localize 
a tumor over a silent area and is not a serious com- 
plication if the region is accessible to surgery. 

Meningiomata arise from nests of arachnoid cells 
and often from those which accompany the arach- 
noid villi that pierce the dura and project into the 
venous sinuses. The author has been able to find in 
the literature only one case of tumor invasion of a 
vein—a case reported by Cushing. In Cushing’s 
case the growth arose from the wall of the superior 
longitudinal sinus and invaded the vein without 
causing thrombosis. Towne reports two cases. 

In Towne’s first case there was a bilateral para- 
sagittal meningioma which compressed the frontal 
lobe, proliferated in the overlying skull, and invaded 
and occluded the superior longitudinal sinus. The 
tumor was removed in two stages. Death occurred 
three months later. 

In the second case reported by Towne a meningi- 
oma of the falx cerebri invaded the inferior longi- 
tudinal sinus, extended into the straight, superior 
longitudinal, and right and left lateral sinuses, the 
left internal jugular and innominate veins, and the 
superior vena cava, invaded the perivascular tissues 
and caused sudden death. This case demonstrated 
that invasion of the venous system may convert a 
meningioma which is otherwise favorable for surgery 
into an irremovable tumor. 

Towne concludes that an examination of the ad- 
jacent venous sinus is indicated in cases of tumors 
involving the dura. Water C. Burket, M.D. 


Taylor, A. S.: Partial Neurectomy of the Sensory 
Root of the Gasserian Ganglion in Trifacial 
Neuralgia with Preservation of Corneal Sensa- 
tion. Ann. Surg., 1926, xxxiii, 196. 

Frazier estimates that a postoperative keratitis 
develops in greater or less degree in 10 per cent of all 
patients subjected to complete sensory root neurot- 
omy. and believes that in a certain additional per- 
centage of cases corneal complications develop after 
the patient leaves the hospital. Among the causes 
of this serious complication are the frequent trauma- 
ta to an insensitive cornea, the drying of the eye 
following loss of function of the lachrymal gland, 
“trophic” changes after injury to the ganglion or 
the ophthalmic nerve, the loss of the protection af- 
forded by the upper lid in those occasional un- 
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explained cases of paralysis of the seventh nerve, 
and disturbances of the little understood sym- 
pathetic innervation. 

The problem of preserving the cornea has been an 
especially acute one in the Peking Clinic, China, 
because of the fact that many of the patients are 
poor and unable to carry out the directions given. 
Woods suggested that in suitable cases an attempt be 
made to divide the posterior root partially, severing 
only the fibers supplying the second and third divi- 
sion of the nerve and conserving at least a part of the 
bundle of fibers which make up the first division. 
He called attention to the fact that in every large 
nerve the component fasciculi occupy definite posi- 
tions in the nerve trunk and that the fibers in the 
posterior root of the trigeminal supplying each main 
division of the nerve always lie in fixed positions, 
those supplying the first division of the nerve being 
above and medial, those to the second branch next 
lower, and those to the third branch, lowest and most 
lateral. 

The procedure suggested by Woods was carried 
out by Taylor in three cases in Peking before Fra- 
zier’s reports were first seen by him. Frazier, in a 
personal communication to the author, mentions un- 
published work on the embryology of the nerve 
which shows that the first division develops as a 
separate nerve. The results of subtotal division of the 
posterior root of the ganglion indicate that the func- 
tion of the ophthalmic division may be retained after 
permanent destruction of the second and_ third 
branches. 

In the author’s three cases the neuralgia was most 
pronounced in the maxillary nerve. In addition to 
subtotal division of the posterior root, the second 
division was divided distal to the ganglion. 

STANLEY J. SEEGER, M.D 


Sachs, E.: The Radical Treatment of Trigeminal 
Neuralgia. J. Missouri State M. Ass., 1926, xxiii, 43. 


Sachs uses one of two methods of treatment in 
trigeminal neuralgia, either alcohol injection or radi- 
cal operation on the posterior root of the ganglion. 
He states that peripheral extractions of the nerve 
are disfiguring and only palliative, and often do not 
afford nearly as much or as enduring relief as the 
alcohol injections. When only one branch of the 
nerve is involved, an alcohol injection should usually 
be tried first. As the result of a satisfactory injec- 
tion, the area supplied by the nerve injected becomes 
numb. This numbness is the same, though not as 
extensive, as the anesthesia produced by a ganglion 
operation. In only one or two instances has an al- 
cohol injection given permanent relief; as a rule the 
pain returns within from one to two years. 

Sachs believes that the attempt to save the fibers 
of the ophthalmic division to avoid anesthesia of 
the cornea is a very questionable procedure not only 
because some of the fibers of the second division 
may be left uncut but also because pain may de- 
velop in the first branch when the two others have 
been destroyed. Four of his patients developed 


facial paralysis after division of the posterior root 
of the fifth nerve. Although they all recovered from 
the paralysis, the eye on the affected side was 
endangered. 

Following complete division of the posterior root, 
pain, temperature, and touch perception is lost, 
but this loss does not extend over the entire area 
supplied by the fifth nerve because, as there is 
considerable overlapping by the cervical nerves, 
sensation in the middle of the cheek remains quite 
normal. In some of his earlier cases Sachs was 
disturbed by this fact, believing it to indicate that 
he had left some of the third division fibers. In six 
cases he therefore re-operated, but in every instance 
found that he had cut all of the fibers. Even when 
pain, temperature, and touch perception is lost, the 
deep pressure sense remains in the area supplied by 
the fifth nerve. This form of sensation is carried 
through the seventh nerve, which is, of course, un- 
disturbed by the operation. Sachs has performed 
seventy-one operations for division of the posterior 
root of the gasserian ganglion, in sixty-five patients, 
with no deaths. 

He does not believe that there is any advantage 
in the use of local anzsthesia in these cases. 

STANLEY J. Seecer, M.D. 


Singleton, A. O.: Glossopharyngeal Neuralgia and 
Its Surgical Relief. Ann. Surg., 1926, lxxxiii, 338. 


Glossopharyngeal neuralgia is so similar to tri- 
facial neuralgia in the character of the pain and the 
duration of, and interval between, the attacks, that 
most cases are treated with alcoholic injections of the 
gasserian ganglion or even section of the posterior 
root of the ganglion before suspicion as to the true 
nature of the condition is aroused by the failure of 
these measures to give relief. In Singleton’s opinion 
this error is due to the failure of textbooks to mention 
glossopharyngeal neuralgia and the fact that only 
twenty-one cases have been reported in the literature. 

The pain of glossopharyngeal neuralgia is dis- 
tributed to the tonsillar region, oral pharynx, and 
ear, with a trigger zone in the tonsillar fossa. The 
attacks of pain occur chiefly in the region of the 
tonsil and pharynx, radiate to the ear on the same 
side, and are paroxysmal and very severe. The pain 
is induced by swallowing or stimulating the pharynx, 
but not by rubbing the face (fifth nerve). 

The injection of alcohol cannot be considered in 
the treatment of glossopharyngeal neuralgia because 
of the close proximity of the vagus and the large 
blood vessels. Extracranial evulsion of the nerve, as 
done by Adson, seems to give relief over a long period 
of time, but the operation is complicated and difficult. 
In Singleton’s case a 3-in. incision was made along 
the anterior border of the sternomastoid muscle 
from the ear downward, the sternomastoid muscle 
was retracted outward, the linguofacial vein ligated 
and cut, and the posterior belly of the digastric 
isolated. The parotid gland was then pulled forward, 
the stylohyoid muscles with the posterior belly of 
the digastric retracted forward and backward, and 
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the external carotid artery behind and above these 
muscles pushed backward. The stylopharyngeus 
muscle was then visible beneath the angle of the jaw 
and above the retracted stylohyoid muscle. The 
glossopharyngeal nerve, which appeared as a white 
thread along the lower and anterior border of the 
stylopharyngeus muscle was grasped and avulsed 
and the wound closed without drainage. 

In intracranial division of the nerve as described 
by Adson, an incision is made as for unilateral cere- 
bellar decompression, extending from the spine of the 
atlas upward to the external occipital protuberance 
and laterally in a horseshoe-shaped curve to the tip 
of the mastoid. The flap of skin and muscle is then 
reflected and the bone is removed upward and later- 
ally to expose the lateral and sigmoid sinuses and 
mesially and downward until the external occipital 
crest, the posterior condyloid foramen, and the 
margin of the foramen magnum are approached. 
The dura is then incised and reflected mesially, and 
the cerebellar lobe, protected by cotton strips, is ele- 
vated with an illuminated elevator. Drainage of the 
posterior cistern or the posterior horn of the later- 
al ventricle may be necessary to displace the cerebel- 
lar lobe easily. After elevation of the cerebellar lobe, 
the seventh and eighth cranial nerves are seen enter- 
ing the internal auditory meatus. Inferiorly and 
somewhat more superficially, the ninth and tenth 
nerves, which are short, pass almost at right angles 
from the medulla. The spinal accessory nerve, which 
is longer, enters the foramen in the upper part and is 
separated from the vagus by a small dural band less 
than 1 mm. wide. At this point a small right- 
angled ganglion knife is passed between the fibers 
of the vagus and glossopharyngeal nerves and the 
glossopharyngeal nerve is sharply sectioned. 

Singleton’s patient has been relieved up to the 
time of his report. Water C. Burkert, M.D. 


SPINAL CORD AND ITS COVERINGS 


Stetten, DeW.: An Extramedullary Tumor of the 
Spinal Cord Simulating Abdominal Malignan- 
cy. Ann. Surg., 1926, |xxxiii, 285. 

Stetten reports a case of intradural extramedullary 
neurofibroma of the spinal cord at the twelfth tho- 
racic segment. The diagnosis was extremely difficult, 
the symptoms suggesting an intra-abdominal malig- 
nant lesion. Although the data of numerous pre- 
vious examinations were available, it was impossible 
to arrive at a definite diagnosis before nearly two 
months of the most careful observation. At opera- 
tion, a tumor measuring 14% by 54 by % in. was 
easily shelled out without damage to the cord. Com- 
plete recovery resulted. Srantey J. SEEGER, M.D. 


PERIPHERAL NERVES 


Thearle, W. H.: Radical Phrenicotomy for Tuber- 
culosis. J. Am. M. Ass., 1926, Ixxxvi, 811. 


This article is based on sixty-two cases of pul- 
monary tuberculosis treated by radical phrenicotomy 


during the last thirteen months. In all of these cases 
the disease was chronic and the lesions were ad- 
vanced. In sixteen, the phrenicotomy was performed 
as a supplement to thoracoplasty and in eleven as 
a supplement to artificial pneumothorax. In thirty- 
five, it was done as an independent procedure. Fifty 
per cent of the patients were benefited, and in 10 
per cent the improvement was marked. 

Thearle agrees with those thoracic surgeons who 
warn against the independent use of phrenicotomy 
in advanced pulmonary tuberculosis, but believes 
with Alexander that in some cases of early tubercu- 
losis in which the lesions are mainly unilateral and 
sanatorium care alone fails to cause improvement, it 
will effect a cure. He concludes from his experience 
that radical phrenicotomy is especially advantageous 
when it is performed in conjunction with artificial 
pneumothorax and extrapleural thoracoplasty, and 
is the surgical procedure primarily indicated in uni- 
lateral phthisis with predominantly basal lesions. 

STANLEY J. SEEGER, M.D. 


Davies, H. M.: Phrenic Evulsion as an Aid in the 
Treatment of Pulmonary Tuberculosis and 
Bronchiectasis. Brit. M.J., 1926, i, 315. 


According to Felix, the phrenic nerve may receive 
fibers from the nerve to the subclavian muscle and 
from the hypoglossal, spinal accessory, vagus, or 
suprascapular nerves, either directly or through the 
ansa hypoglossi. In from 20 to 25 per cent (68 per 
cent according to Goetze) of persons there is a 
double phrenic nerve. The accessory phrenic nerve 
originates from the fifth cervical, lies 3 cm. lateral 
to the true phrenic and frequently runs close with 
the subclavian nerve to the thorax. It enters the 
thorax in front of the subclavian vein and joins the 
true phrenic nerve either where the scalenus anticus 
attaches to the first rib or at a lower point. 

After section of the phrenic nerve, diaphragmatic 
tone is completely lost, and when one-half of the 
diaphragm is paralyzed the X-ray shows the dome 
to be raised in the thorax. On the right side the 
elevation may be from 4 to 8 cm., and on the left 
side from 2 to 4. cm. The initial rise is increased 
during the ensuing weeks as the muscle atrophies. 

The rise is due partly to the intrathoracic nega- 
tive pressure, but mainly to the upward force ex- 
erted from the abdomen by the abdominal muscles. 
When respiration is quiet, the paralyzed dome is 
immobile. During deep breathing it may rise still 
higher on inspiration and sink back with expiration 
(paradoxical movement). The paralysis prevents 
the diaphragmatic pull on the lung and expansion 
of the lower lobe. When the disease is localized to 
the base of the lung it produces a partial collapse of 
that portion, the degree depending upon the extent 
of adhesions in the costophrenic sulcus. The rest 
given the lung and the collapse of its base diminish 
the toxins thrown into the circulation. 

Operations to insure complete paralysis of the 
dome of the diaphragm are the unpopular Goetze 
operation consisting in division of the nerve as low 
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as possible by a long incision made along the poste- 
rior border of the sternocleidomastoid muscle so as 
to cut off sympathetic fibers to the inferior cervical 
ganglion, exposure of the fifth cervical root through 
the upper part of the incision, and division of the 
subclavius nerve; and phrenic nerve evulsion, sug- 
gested by Thiersch and first done by Felix, which 
consists in division of the nerve in the neck with 
twisting and evulsion of the peripheral end from the 
thorax. If the nerve is completely evulsed, the ter- 
minal branches are plucked from the diaphragm, 
but the nerve often breaks at some intrathoracic 
point. 

The dangers of evulsion of the phrenic nerve 
(largely theoretical) are: (1) rupture of the nerve 
proximal to its juncture with the accessory branch; 
(2) bleeding from the pericardiophrenic artery (one 
case); (3) dragging on the subclavian vein by the 
accessory phrenic loop; (4) rupture of adherent 
pleura; and (5) evulsion of the vagus nerve (four 
cases reported in the literature). 

The indications for evulsion of the phrenic nerve 
are: 

1. To arrest basal tuberculosis and bronchiec- 
tasis. 

2. In association with thoracoplasty, to arrest 
more extensive pulmonary disease. 

3. To assist in controlling more generally exten- 
sive, advanced, or acute pulmonary tuberculosis. 

4. As an accessory to artificial pneumothorax in 
the presence of diaphragmatic and pulmonary ad- 
hesions or before a lung which has been collapsed 
for a long time is permitted to re-expand. When the 
dome of the diaphragm is paralyzed, effusions are 
less frequent and gas absorption is diminished. 

5. For symptomatic treatment. Paralysis of the 
diaphragm makes coughing easier and expectoration 
freer, with consequent reduction of pyrexia and 
improvement in the general condition. Sauerbruch 
successfully treated hiccough by lateral diaphrag- 
matic paralysis. 

6. As a preliminary to thoracoplasty to- test the 
ability of the healthier lung to do increased work, to 
improve the general condition, and to prevent the 
development of catarrhal signs in the lower lobe. 

7. As a preliminary to the radical treatment of 
tuberculous empyema to reduce the size of the 
pleural cavity so as to lessen the extent of the sub- 
sequent operation. 

8. To prevent bronchiectasis after the imperfect 
resolution of pneumonia. 

g. To free the heart from the embarrassment sec- 
ondary to extensive pulmonary fibrosis and pleuro- 
pericardial thickening. 

The author removes the phrenic nerve under local 
anesthesia induced with 1 per cent novocain. The 
skin incision is made for a distance of 2 in. along 
the posterior border of the sternocleidomastoid or 
transversely 2 in. above the clavicle, two-thirds 
being lateral and one-third mesial to the sterno- 
cleido-mastoid muscle. The skin, platysma, and 
fascia are divided, the sternocleidomastoid is re- 


tracted mesially, the omohyoid is retracted down- 
ward, and the fat, glands, and deep cervical fascia 
of the scalenus anticus over which the phrenic nerve 
normally crosses obliquely from above downward 
and mesially are dissected. Care is taken to avoid 
displacing the nerve with the fascia. The internal 
jugular vein is retracted to one side. The lower end 
of the wound is crossed by the superficial and supra- 
scapular vessels. The phrenic nerve may cross the 
scalenus lower or higher in the neck or run in the 
substance of the muscle. 

The nerve is divided at the highest point exposed, 
traction being made with the forceps on the periph- 
eral end. Wells forceps are applied on each suc- 
ceeding length of nerve to prevent retraction in 
case the nerve should rupture immediately below the 
traction forceps. When 10 cm. of the nerve has been 
withdrawn, an extra pull will probably tear the 
filaments from the diaphragm and bring away the 
entire nerve. The patient experiences a sudden jerk 
at the base of the chest and may gasp, and the pulse 
rate may be accelerated. After the evulsion of the 
nerve the wound is closed in layers. 

In one case the removed nerve trunk was 30 cm. 
long and the main branch 10 cm., making a total 
length of 40cm. In another case the trunk measured 
29 cm. and the branches 17 cm., a total of 46 cm. 
Generally the total length is 11 or 12 cm. In three 
cases, after the first 6 in. appeared, the arterial pul- 
sation was so strong that the nerve was divided as 
low as possible without any further traction. 

The author reports briefly twenty cases of evulsion 
of the phrenic nerve. He has performed the opera- 
tion also in fourteen others. 

Wa ter C. Burket, M.D. 


SYMPATHETIC NERVES 


Winslow, N.: Periarterial Sympathectomy. 
Surg., 1926, lxxxiii, 333. 


Ann. 


In periarterial sympathectomy from 1% to 2 in. 
of the outer coat of the artery is removed. Encircling 
incisions are made around the vessel at the upper and 
lower limits of the site chosen for denudation and 
are connected by a conveniently placed vertical in- 
cision. The cuts, if too deep, may lead to a trau- 
matic aneurism. The tissue outlined is stripped off 
either as a single piece or in thin slices. According to 
Leriche, the break in the continuity of the periarte- 
rial sympathetic plexus is followed by dilatation of 
the vascular tree distal to the decorticated area and 
an increase in the blood supply with consequent 
improvement in the condition of the part. 

The author performed a periarterial sympathec- 
tomy four times on three patients—three times for 
thrombo-angiitis obliterans with gangrene of the toes 
and once for Raynaud’s disease of the foot. The oper- 
ation had no effect on the progress of the disease as 
an amputation was necessary subsequently in every 
case. The failure was not due to faulty technique 
because in every instance the artery contracted to 
a mere thread throughout the entire extent of the 
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denuded area and ceased to pulsate both to sight and 
to touch distal to the operative site, a sign which, 
according to Leriche, is proof that the decortication 
was properly done. 

In Winslow’s opinion the information obtained 
from the cases so far reported is insufficient to decide 
the acceptance or rejection of periarterial sympa- 
thectomy. The operation seems worthless in senile 
gangrene, ascending neuritis, and erythromelalgia. 
The results are more favorable, kut undependable, in 
causalgia and trophic ulcers. Although the operation 
is one of the best indirect methods of securing the 
prompt cure of varicose ulcers (Jeanneney and 
Mathey-Cornat), the cause of these lesions is unaffect- 
ed and recurrence is likely. Palma produced trophic 
ulcers in dogs by section of the sciatic nerve. 
Sympathectomy of the femoral artery did not hinder 
the appearance of, nor heal, these trophic ulcers. 
In Palma’s opinion, the retraction of the sleeve of 
cicatricial connective tissue which is formed in the 
artery interfered with the arterial function and led 
to decrease in the blood supply to the parts distal to 
the operative site. In some cases an obliterating 
endarteritis resulted from the vessel-wall injury. 

Watter C. Burket, M.D. 


Sebestyén. G.: The Effect of Periarterial Sym- 
pathectomy upon the Circulation of the Blood 
(Die Wirkung der periarteriellen Sympathektomie 
auf den Blutkreislauf). Orvosi hetil., 1925, |xix, 957 

In experiments on dogs and rabbits Sebestyén 
exposed the femoral arteries and veins on both sides 
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and on one side performed a typical periarterial 
sympathectomy according to the method of Leriche 
and Bruening. The artery on the other side was left 
undisturbed. He then ligated and cut the veins on 
both sides and introduced a cannula into the periph- 
eral stump. 

It was found that the blood stream on the side on 
which the sympathectomy was performed was mark- 
edly slower than that on the other side. In dogs, the 
flow in the side not operated upon was 1 cm. of blood 
in from eight to ten seconds, whereas in the side 
operated upon it was 1 cm. in from sixtcen to eighteen 
seconds. When the adventitia was not removed with 
the knife, but was destroyed by fuming nitric acid 
or carbolic acid, the blood flow was not retarded, al- 
though the disturbance in the wall of the blood ves- 
sels caused by this method extended much more 
deeply than that caused by the Leriche and Bruening 
procedure. It therefore appears that the diminution 
in the speed of the blood stream is due to a spasm of 
the vessel caused by the traumatic insult associated 
with the stripping off of the adventitia. This effect 
is transient, however, and followed by dilatation of 
the vessels and hyperamia. 

A study of the hydrogen-ion concentration of the 
blood showed the values to be decidedly decreased 
in the sympathectomized extremity, falling, on the 
average, from 8.7 to between 7.1 and 6.9. This de- 
crease was most marked at the end of the second 
week. At the end of the third week the differences 
between the two extremities had disappeared. 

Pérya (Z). 
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CHEST WALL AND BREAST 


Bunts, F. E.: Cysts of the Breast: A Statistical 
Study. Ohio State M. J., 1926, xxii, 209. 

From a review of the recent literature on cysts of 
the breast and his experience with 375 cases of this 
condition, Bunts draws the following conclusions: 

1. It is probable that all cystic conditions of the 
breast are due to the same primary causes; therefore 
a classification of benign cystic conditions is of 
neither etiological nor clinical importance. 

2. It is possible that the same etiological factors 
that produce cystic conditions of the breast also 
produce carcinoma, but there is no final evidence at 
the present time that cysts of the breast per se are 
proemial in character. 

3. It appears evident that, at least in certain cases, 
cystic conditions of the breast, in common with 
other types of benign tumors, may be due to intes- 
tinal toxamia. 

4. The indicated treatment of cystic conditions 
of the breast may be summarized as follows: 

A. In cases of diffuse chronic cystic mastitis in 
women under 30 years of age a waiting policy may be 
adopted. After the age of 30 years the breast should 
be examined at intervals of not more than six 
months to determine whether there are signs of a 
recurrence of the cysts or the initiation of a malig- 
nant growth. 

B. Single cysts should be removed and subjected 
to histological study. If the growth proves to be 
benign, nothing further need be attempted, but the 
patient should be examined at frequent intervals to 
determine whether there is a cyst elsewhere in the 
same breast or in the other breast. 

5. In the presence of a cystic condition of the 
breast, the possibility of carcinoma should be borne 
in mind. Rate B. Bettman, M.D. 


Fischer, W.: The Clinical and Pathologico-Ana- 
tomical Diagnosis of Tumors and Cystic 
Changes in the Breast (Ueber die klinische und 
pathologisch-anatomische Beurteilung von Ge- 
schwuelsten und cystischen Veraenderungen der 
Brustdruese). Deutsche Zischr. f. Chir., 1925, cxcii, 1. 

In the period from April, 1922, when Fischer took 

over the direction of the Pathological Institute at 
Rostock up to May 1, 1925, he received 3,337 speci- 
mens of pathological material for diagnosis. Among 
these were 300 breast specimens. One hundred and 
fifty-one of the latter showed carcinoma; seventy- 
one, fibro-adenoma; ten, diffuse fibrosis; thirty-two, 
cystic disease; twenty-one, cystic disease and car- 
cinoma; four, tuberculosis; one, sarcoma; one, 
fibroma; two, adenoma; one, simple ulcer; and two, 
normal breast tissue. 
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The diagnosis of the clinician and pathologist 
agreed with regard to 160 specimens (55 per cent). 
The clinical suspicion of malignancy was confirmed 
in thirty-seven (12 per cent) but disproved in sixty- 
two (21 per cent). The clinical diagnosis was a be- 
nign condition but the anatomical diagnosis was 
malignancy in seven cases (2.3 per cent). The clini- 
cal diagnosis was uncertain and the anatomical 
diagnosis was .a benign condition in twenty-eight 
cases (g per cent). Accordingly, the chief error was 
the assumption of the presence of a malignant 
process. 

The cases of unrecognized carcinoma included 
three of carcinoma associated with cystic disease 
of the breast, two cases of Paget’s disease which 
were diagnosed clinically as ulcer and eczema, and 
two cases of fibroma. 

As the specimens came from various clinics and 
general practitioners, they were not uniformly 
diagnosed as was the material of MacCarty of the 
Mayo Clinic. Nevertheless, Fischer’s and Mac- 
Carty’s figures agree well with regard to the diagno- 
sis of malignant tumors. In Fischer’s benign cases 
the diagnosis was correct in only 58 per cent. 

Fischer believes that the macroscopic diagnosis of 
carcinoma is possible in 85 per cent of the cases. 

Cystic disease of the breast was found by Fischer 
in fifty-three of the 300 specimens. Most of the 
subjects were in the fifth decade of life. The young- 
est was 28 years and the oldest 69 years. 

In twenty-one of the specimens of cystic disease, 
carcinoma was found also. In about half of the 
cases Kaufmann’s so-called “perforating prolifera- 
tion’’ was present. In five, the tumor was an adeno- 
carcinoma; in six, a carcinoma simplex; in two, a 
scirrhous carcinoma; in four, a cornifying carcinoma; 
in one, a colloid carcinoma; and in two, a papillary 
carcinoma. In twelve of these twenty-one cases the 
diagnosis was made clinically. In six, carcinoma was 
suspected, and in three it was not suspected. 

In the cases of non-carcinomatous cystic disease, 
the condition was diagnosed as benign in sixteen, as 
malignant in thirteen, and as fibroma in three. 
Accordingly, carcinoma was suspected in 40 per 
cent of the cases of benign cystic disease and in 21 
per cent of the total number of cases. From this it 
is evident that the diagnosis is very difficult. Car- 
cinoma developed in 40 per cent of the cases of 
cystic disease of the breast. 

Fischer discusses the fact that, today, cystic 
mastitis is considered an involutional process. This 
theory best explains it and its relation to fibrosis. 
It is, of course, possible that carcinoma and cystic 
disease of the breast may develop simultaneously as 
distinct entities. Cystic disease of the breast may be 
also the result of a carcinoma since the penetration 
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of the cancer may obstruct the excretory ducts and 
the gland ducts and thereby cause the dilatation. 
It is more probable, however, that the formation of 
cysts is the cause of cancer formation. This is in- 
dicated by the transition of normal epithelium to 
atypical epithelial proliferation and to carcinoma, 
and also by certain surgical and other pathological 
findings. Kappis (Z). 


TRACHEA, LUNGS, AND PLEURA 


Adam, J.: Four Cases of Tracheal Tumor. J. 
Laryngol. & Otol., 1926, xli, 174. 


The author is inclined to believe that while pri- 
mary tracheal growths are rare, they are more common 
than is generally supposed. He reports four cases. 
Three of the patients were women between the ages 
of 18 and 40 years. 

Dyspnoea, cough, and occasional hemoptysis sug- 
gest asthenia and tuberculosis; but an apparently 
good general condition and the absence of obvious 
intrathoracic signs and of tubercle bacilli suggest 
tumor in the tracheobronchial tree and demand 
endoscopy. Because of the occurrence of necrosis 
after radiation it is questionable whether radiation is 
advisable when surgical treatment is possible. 

GrorcEe R. McAu.irr, M.D. 


Lorey: The Value of Contrast Media in the Bronchi 
for the Demonstration of Bronchiectases 
(Ueber den Wert der Kontrastfuellung der Bron- 
chien zur Darstellung der Bronchiektasen). Fortschr. 
a. d. Geb. d. Roentgenstrahlen, 1925, xxxiii, 58. 


In twelve cases the author filled the bronchial tree 
with contrast media as proposed by Sicard and For- 
estier and found that by this means very satisfactory 
roentgenograms could be obtained. 

After the induction of anesthesia of the pharynx 
and larynx and the administration of morphine, a 
thin tube with a metal olive at its end, similar to a 
duodenal tube, was introduced into the trachea and 
glided through the vocal tubes into a bronchus under 
the control of the laryngeal mirror and with the 
patient in the upright position. An injection of from 
25 to6oc. cm. ofa 40 per cent iodipin solution was then 
made. The bronchi of the upper, middle, or lower 
lobes were filled by causing the patient to assume 
different positions during the injection. 

In none of the cases was this procedure followed by 
aspiration pneumonia or other complication. On 
the contrary, the injected iodipin had such a favor- 
able influence upon the severe catarrh that the 
author believes it probable that other substances 
might be introduced into the bronchi in this way for 
therapeutic purposes. 

The injected contrast medium is usually coughed 
up completely within twenty-four hours but in 
some cases a small residue may remain in the bron- 
chus for several weeks. 

In spite of the high iodine content of the contrast 
medium, Lorey has seen only one case of iodism. In 
this case the condition lasted for two days. 


Lorey believes that the use of contrast media in 
the bronchi should be limited to cases in which it will 
be of considerable diagnostic and therapeutic value, 
such as cases of bronchiectasis in which an indication 
for operation is to be established. Brrnstern (Z). 


Escudero, P., Terrada., H. M., and Gallino, M. M.: 
Visualization of Hepatobronchial Fistulz by 
Retrograde Filling with Iodized Oil (Visuali- 
zacion de las fistulas hepatebronquiales por relleno 
retrogrado con aceite iodado). Arch. argent. de en- 
ferm. d. apar. digest., 1925, 1, 189. 

In a case of suppurated echinococcus cyst with a 
bronchial fistula the author injected 1o c.cm. of 
lipiodol into the cyst through the ninth intercostal 
space. Roentgenograms were then made with the 
patient in the standing position, in dorsal decubitus, 
and in the Trendelenburg position. 

In the standing position, the contrast material 
was shown collected in the irregular pockets in the 
bottom of the abscess pouch. In dorsal decubitus it 
showed the extent, shape, and location of the abscess 
cavity. With the patient in the Trendelenburg 
position, the plate exhibited, after fifteen minutes, 
the long irregular unbroken course of the fistula 
leading to the bronchus and presenting at its termina- 
tion or entrance into the bronchus an ampulla-like 
dilatation. After a further lapse of fifteen minutes 
it showed filling of the bronchus as far as the main 
bronchus, and, in addition, filling of several of the 
branches of this bronchus. The last roentgenogram, 
which was made with the patient in the dorsal de- 
cubitus after a fit of coughing, showed the right 
bronchial tree and the abscess cavity practically 
empty; only the terminal portion of the fistulous 
tract, with its ampulla, was visible. Other shadows 
scattered about the right Jung were due to a previous 
attempt to fill the tract of the fistula from above by 
the method of Sicard and Forestier. 

Joun W. Brennan, M.D. 


Jackson, C.: Suppurative Diseases of the Lung Due 
to an Inspirated Foreign Body Contrasted with 
Those of Other Etiology. Surg., Gynec. & Obst., 
1926, xlii, 305. 


Pulmonary suppuration starting endobronchially 
and due to the presence of a foreign body is such a 
mild, slow, and restricted process as compared with 
embolic, post-pneumonic, and post-influenzal sup- 
purations and manifests such a tendency toward 
prompt and complete recovery after removal of the 
foreign body as to suggest the presence of some sort 
of physiological or structural barrier against the 
invasion of suppurative processes by the endobron- 
chial route. 

These characteristics of foreign-body suppuration 
are most marked in cases of metallic foreign bodies, 
which seem to possess germicidal powers. Minus the 
germicidal powers, they are present to a less degree 
also in cases of other kinds of foreign bodies. They 
are least apparent in cases of vegetable foreign 
bodies, but even in these, the prompt recovery which 
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almost always occurs if the foreign body has not been 
long in the tracheobronchial tree is in marked con- 
trast to the course of lung suppuration due to any 
other cause than foreign body. 

Complete recovery in a large series of cases of 
foreign-body suppuration of from ten to thirty-six 
years’ duration with no other treatment than the 
removal of the foreign body is so different from the 
course of pulmonary suppuration due to other 
causes as to call for a separate classification of sup- 
purations produced by endobronchial foreign bodies. 


Boldero, H. E. A., and Whitby, L. E. H.: Associated 
Organisms Causing Empyema. Lancet, 1926, ccx, 
492. 

The authors report a case of empyema in which 
two organisms were associated in the production of 
the condition, the one a mycelium and the other a 
pneumococcus. Alone, neither of these organisms 
was pathogenic to guinea pigs, but together they 
always produced lesions. Clinically, the striking 
feature of the case was the chronicity of the con- 
dition. The empyema probably began after an 
attack of pneumonia which occurred five months 
before the patient came under the author’s observa- 
tion. During the three months the patient was in the 
hospital he was never very ill and at no time showed 
marked signs of toxzmia. 

Ratpu B. Betrman, M.D. 


CESOPHAGUS AND MEDIASTINUM 


Key, E.: Obstruction of the Gsophagus by a Calci- 
fied Intrathoracic Gland (Passagehindernis in der 
Speiseroehre durch eine verkalkte intrathorakale 
Druese). J/ygica, Stockholm, 1925, Ixxxvii, 772. 

In the case reported in this article there was 
rapidly developing dysphagia. The roentgenogram 
showed a shadow the size of a plum and compression 
of the oesophagus to the diameter of a lead pencil. 
Because of the rapidly progressive loss of weight, 
operation was undertaken with the aid of a positive- 
pressure apparatus the Tiegel-Henle method. 

In front of the oesophagus, at the upper margin of 
the lower portion of the trachea, a grayish-white 
tumor the size of an apple was found between the 
layers of the pleura. In attempts to peel it out, the 
thin capsule was torn. The contents, consisting of 
crumbling masses, were scooped out. The capsule, 
which was closely bound to the medial aspect of the 
pleura, was successfully separated except for a very 
small portion adherent to the trachea. The operation 
was followed by uneventful recovery with complete 
relief of the dysphagia. 

The capsule of the tumor consisted of connective 
tissue. Although no tubercle bacilli were found, 
the tumor was considered to be a calcified tubercu- 
lous lymph gland because the X-ray demonstrated 
old tuberculous changes in the lungs. Gervacu (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Gray, H. T.: The Réle of the Mesentery in Vis- 
ceral Disorders. Lancet, 1926, ccx, 381. 


When an inflammatory process involves the mesen- 
tery there is irritation of the pacinian corpuscles and 
the efferent and afferent nerves. It is because of this 
involvement that acute appendicitis is accompanied 
by pain which produces guarding by abdominal 
rigidity and by inhibition of the mobility of the bow- 
el which allows rest of the inflamed part. When this 
active inhibition is prolonged, paralytic ileus is pro- 
duced which causes a rise in the intra-abdominal 
pressure followed by impairment of the. circulation 
as the result of pressure on the veins of the mesen- 
tery. In the treatment it is therefore necessary to 
diminish the intra-abdominal pressure, as by gastric 
lavage and temporary ileostomy. 

Interference with the venous return may produce 
stercoral ulcers on the anti-mesenteric border, the 
capillary area most remote from the main vessels. 
Similarly, distention of the first part of the duode- 
num may cause duodenal ulcer, and tension on the 
stomach may produce local anemia followed by 
ulcer formation the location of which is dependent 
upon the type of distention or tension on the blood 
vessels. 

The mesentery is not normally a supporting 
structure for the viscera. The two mechanisms of 
visceral support are: (1) certain fixed points, and 
(2) intra-abdominal pressure. ‘The latter is main- 
tained chiefly by the musculomesenteric reflex which 
varies with the degree of fixation. When there is a 
breakdown of the normal visceral support, the mes- 
entery assumes this function, the resulting tension 
on the nerves, blood vessels, and lymphatics causing 
progressive and far-reaching symptoms. The treat- 
ment should be directed toward protecting the mes- 
entery from undue strain. Frequently this protec- 
tion can be given only by surgical reconstruction 
of the defective mechanical support of the viscera. 

Ear G,. Garsipe, M.D. 


GASTRO-INTESTINAL TRACT 


LeWald, L. T.: Roentgen Diagnosis of Syphilis of 
the Stomach. Radiology, 1926, vi, 138. 


The author believes that the value of the roent- 
gen-ray in the diagnosis of syphilis of the stomach 
should be emphasized, particularly because the 
other findings are likely not to be conclusive. 

The presence of a mass, achlorhydria, and weight 
loss should never lead to the diagnosis of gastric 
cancer unless there are unmistakable roentgen signs 
of carcinoma. On the other hand, a negative Was- 
sermann reaction and the absence of a history or 
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signs of syphilis do not exclude the possibility of 
syphilis. 

The roentgen findings of syphilis of the stomach 
are the following: 

1. Diminished size with rapid emptying of the 
stomach and often a compensatory dilatation of the 
oesophagus. 

2. A fairly symmetrical deformity, often produc- 
ing a dumb-bell appearance. 

3. A small tubular stomach, commonly spoken 
of as “‘linitis plastica.” 

4. A filling defect more extensive than that of 
simple ulcer and very similar to that of carcinoma. 

While definite proof of syphilis of the stomach 
rests upon the finding of the spirochzta pallida in the 
lesion, the roentgen evidence is usually sufficient for 
a tentative diagnosis. The diagnosis is quickly con- 
firmed by the prompt improvement of the roentgen 
signs and the symptoms under anti-syphilis treat- 
ment. Unnecessary resection of the stomach will 
therefore be avoided. 

One case is cited in which the diagnosis was es- 
tablished by gastroscopic examination with the re- 
moval of a section for microscopic examination. 

Cuarces H. Heacock, M.D. 


Lenk, R.: Ulcer Therapy as Tried on Niche Ulcers 
(Ulcustherapie erprobt an Nischenulcerna). Sirahlen- 
thera pie, 1925, XX, 103. 

The author reviews 100 cases of gastric or duo- 
denal ulcer which were treated with the roentgen ray. 
Definite improvement resulted in 90 per cent, and 
six of the patients have remained cured for years. In 
all of the cases so treated the presence of an ulcer 
was demonstrated roentgenologically without doubt. 
No other treatment besides the roentgen irradiation 
was given. 

Untoward general phenomena were either entirely 
absent during the irradiation or only trivial. The 
ulcer symptoms that disappeared first under the 
roentgentherapy was the spontaneously occurring 
spasmodic epigastric pain. The pressure sensation 
at the site of the ulcer persisted somewhat longer. 
The cessation of epigastric pain is attributed to the 
spasmolytic action of the roentgen rays. The hyper- 
acidity decreased slowly. Hamorrhages were fre- 
quently arrested, an effect attributed to the simul- 
taneous irradiation of the spleen and liver. The 
spastic obstipation often associated with ulcer usual- 
ly ceased spontaneously. Not infrequently, the 
niche seen in the roentgenogram soon disappeared. 
Spasm of the circular muscle fibers at the level of the 
ulcer frequently persisted for a long time. Cicatricial 
processes were not influenced. 

From one-fourth to one-third of an erythema dose 
was given over an area of the abdomen and an area 
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of the back on four successive days, with the use of a 

zinc filter from 0.3 to 0.5 mm. in thickness, a 28-cm. 

spark gap, and a focal distance of about 30 cm. 
SILBERBERG (Z). 


Carman, R.D.: The Roentgenological Diagnosis 
of Peptic Ulcer. Texas State J. M., 1926, xxi, 599. 


The one sign on which the diagnosis of gastric 
ulcer can be made with confidence is the roentgeno- 
graphic demonstration of the crater of the ulcer, the 
niche, or its exaggerated form, the accessory pocket. 
In favorable situations, as for example on or near 
the lesser curvature, the niche is visible as a local 
prominence on the gastric silhouette. When the 
ulcer is on the posterior wall the niche may be 
brought into view as a local density when the gastric 
walls are approximated by palpation. The accessory 
pocket usually projects markedly from the lesser 
curvature and is not apt to escape recognition. 

Secondary signs of gastric ulcer include retention 
from the six-hour meal, which occurs in about half 
the cases; organic or spastic hourglass stomach; and 
spastic distortion of the pyloric segment. Secondary 
signs are corroborative, but none is diagnostic. 
Ulcers with niches having a diameter of 2.5 cm. or 
more are likely to prove malignant; those with 
craters which do not project beyond the gastric out- 
line and are surrounded by a high overhanging 
ridge are invariably malignant. On the other hand, 
an ulcer which has all the roentgenological character- 
istics of a simple ulcer may reveal cancer cells on 
microscopic examination. 

Bulbar deformity is the most common manifesta- 
tion of duodenal ulcer. In some cases a definite 
niche can be distinguished. When obstruction re- 
sults from duodenal ulcer, it may be impossible to 
fill the bulb and visualize it satisfactorily. In such 
cases the combination of retention and hyperperi- 
stalsis is diagnostic if the stomach is large and of 
normal contour. 


Caylor, H. D.: The Healing of the Gastric Ulcer in 
Man. Ann. Surg., 1926, |xxxiii, 350. 


The first stage of gastric ulcer is probably the acute 
hemorrhage in the mucosa and submucosa which 
grossly may appear as only a red spot with a slight 
break in the glistening membrane. Microscopically 
there is a defect in the epithelium with free blood 
in the excavation and adjacent tissues. This early 
ulcer is usually cone-shaped, the apex of the cone 
being toward the muscularis and the base at the 
lumen of the stomach. 

The second well-known picture of gastric ulcer is 
the chronic U-shaped lesion the walls of which are 
composed of fibrous connective tissue infiltrated with 
lymphocytes, plasma cells, leucocytes, and mast cells. 
The base of the defect contains connective tissue and 
occasionally an organizing fibrinous exudate, granu- 
lation tissue, and necrotic material. 

Blood vessels in the deeper tissues of the wall 
opposite the defect may be thrombosed or contain 
canalized thrombi. At the edges of the ulcer the 


epithelial cells flatten and attempt to cover the 
denuded area. 

In the final stage. after the gastric ulcer is healed, 
there is a pale pink to gray scar covered by mucous 
membrane. The epithelium topping the scar is a thin 
layer of cuboidal and columnar cells. Just beneath this 
layer are deformed cystic glands, and surrounding 
these, there is fibrous connective tissue infiltrated 
with inflammatory cells. The muscularis is replaced 
by fibrous tissue. 

The author describes the pathological appearance 
of a duodenal ulcer excised at operation which 
measured 6 by 3 by1 mm. In the base of this lesion 
there was an organizing fibrinous exudate. At 
the edges of the cavity the epithelial cells were 
flattened and apparently attempting to grow down 
and cover the excavation. The gastric ulcer revealed 
unusual changes. In the base of the cavity and al- 
most filling it was a raised gray to pink area. Im- 
mediately after it was photographed, the ulcer was 
put into 10 per cent formalin and later serial sections 
were cut. Preparations from the margin of the exca- 
vation contained a raised “‘ plateau” or “mushroom” 
of granulation tissue covered by a single layer of flat- 
tened gastric epithelium. Nearer the center of the 
ulcer there was a definite break in the mucosa with an 
organizing haemorrhage in the ulcer cavity. Con- 
tinuing toward the center of the ulcer, more advanced 
organization of the blood clot was revealed with the 
development of blood vessels in the clot and the 
adjacent tissue in the base of the ulcer. A definite 
plateau had developed in the ulcer as described by 
Mann. In some areas the epithelium at the margin 
of the defect had lost its columnar character, becoming 
cuboidal, and had apparently grown out on this 
granulation-tissue bed and up the sides of the mush- 
room. In some regions of the ulcer there were many 
concentric organizing hemorrhages. At one point 
in the ulcer cavity there was free blood with an abrupt 
fault of the epithelium and tearing loose of granula- 
tion tissue. Gram stains of sections of tissue from 
the ulcer made according to Rosenow’s technique 
revealed many Gram-positive diplococci in the 
deeper gr2nulations of the ulcer. Distant from the 
ulcer no organisms were found except on the surface 
of the mucosa. Rosenow and others have observed 
morphologically similar organisms in peptic ulcers in 
man. 


Pasman, R.E.: The Surgery of Gastrocolic Fistula 
Following Gastro-Enterostomy (Cirugia de la 
fistula gastro-célica consecutiva a gastro-enteros- 
tomfa). Rev. di cirurg., Buenos Aires, 1926, v, 43- 


In a case in which a gastro-jejunal ulcer (post- 
operative jejunal ulcer) in the region of a gastro- 
enterostomy orifice into the colon had evidently 
perforated, an appendicostomy was done to permit 
cleansing of the cecum and colon. The portion of 
the colon from the czcum to the point of stenosis at 
the gastrojejunal anastomosis in the center of the 
transverse colon was distended and filled with faecal 
material of a pasty consistency, while the portion 
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distal to the point of anastomosis was empty and 
greatly decreased in caliber. 

After twenty days of dietary measures and daily 
lavage of the right or proximal section of the colon 
through the appendicular fistula with several liters 
of water containing a small amount of sodium sul- 
phate, the general condition showed marked im- 
provement. The author states that he is at a loss to 
explain the associated decrease in the gastrogenic 
diarrhoea, unless it can be attributed to the improved 
adaptation of the colon resulting from a decrease in 
the size of its dilated lumen. 

Operation revealed cicatricial narrowing of the 
pylorus and dilatation of the entire small intestine 
and of the large intestine proximal to the middle of 
the transverse colon. Since peptic ulcer is rare when 
the pylorus functions well, the author performed a 
gastroduodenostomy by Balfour’s method, establish- 
ing a wide communication from the stomach into the 
duodenum through the pylorus. He then closed the 
gastro-enterostomy openings separately. The open- 
ing into the colon was so large that resection of a 
portion of the colon seemed preferable to simple 
closure. The results five months after the operation 
were excellent. Joun W. Brennan, M.D. 


Horsley, J. S.: Partial Gastrectomy: Its Indica- 
tions, Prophylaxis, and Technique. J. Am. M. 
Ass., 1926, Ixxxvi, 664. 

Two lesions in which gastrectomy is indicated are 
malignancy and peptic ulcer with its complications 
and sequela. The importance of malignancy as an 
indication admits of no discussion. For peptic ulcer, 
gastrectomy is indicated when the lesion has re- 
curred after a pyloroplasty or persists after a gastro- 
enterostomy. Jejunal ulcer also is an indication for 
gastrectomy. 

The author describes a modified Billroth I opera- 
tion in which the stomach is united to the duodenum 
along the lesser curvature and the lower portion of 
the gastric stump is infolded and further protected by 
the suturing over it of adjacent peritoneal fat. To 
prevent obstruction an incision from 1 to 1% in. long 
is made in the anterior wall of the duodenum to in- 
crease the caliber of the intestine at the point of 
union with the stomach. Even when as much as half 
of the stomach is resected the remainder can be joined 
to the stump of the duodenum satisfactorily by this 
procedure. The author has performed the operation 
ten times. Harry W. Fink, M.D. 


Portis, S. A., and Portis, B.:. The Effects of Subtotal 
Gastrectomy on Secretion. J. Am. M. Ass., 1926, 
Ixxxvi, 836. 


The studies reported in this article were made on 
three dogs. A Pawlow pouch was first formed and 
after a period of analysis of the gastric secretion from 
both the stomach and the pouch, a subtotal gastrec- 
tomy was done and the gastric secretion then again 
analyzed. The operations are described and illus- 
trated. 

The following conclusions are drawn: 


1. The gastric secretion in dogs after a subtotal 
gastrectomy shows absence of free acid, but a high 
combined acidity, whereas the secretion from a Paw- 
low pouch, representing a similar part of the stomach, 
continues to secrete acid after the resection. 

2. Neutralization is the most important factor ex- 
plaining the absence of free acid observed experi- 
mentally and clinically in the gastric secretion after 
subtotal gastrectomy. 

3. The artificial achylia produced may establish 
an entirely new and possibly harmful bacterial flora 
in the gastro-intestinal tract with consequent gastro- 
intestinal abnormality. J. Frank Doucuty, M.D. 


Babcock, W. W.: A Method of Partial Gastrectomy 
with Telescopic Anastomosis. Surg., Gynec. & 
Obst., 1926, xlii, 403. 


The author believes that end-to-end anastomosis 
is the most nearly physiological and anatomical 
method in partial gastrectomy. The objections to an 
end-to-end union between the stomach and duode- 
num are: 

1. The disproportion in the size of the openings in 
the stomach and duodenum which causes technical 
difficulties, especially when large resections are 
necessary. 

2. The occurrence of excessive tension with the 
danger of secondary separation and leakage at the 
suture line. 

3. Secondary narrowing of the new opening with 
obstruction. 

4. Difficulties in mobilizing the duodenum with 
danger of haemorrhage, leakage, or damage to the 
pancreas or the pancreatic or biliary ducts. 

Babcock has employed a method of telescopic 
anastomosis in ten cases. Instead of making an 
end-to-end union of the stomach and duodenum, 
the duodenum is turned into the open end of the 
gastric stump after a high resection of the gastric 
mucous membrane and the outer serous surface of 
the duodenum is united to the inner surface of the 
muscularis of the stomach. The entire thickness of 
the cut end of the duodenum is united to the gastric 
mucosa. 

This anastomosis has the advantage of strength, 
and mechanical adaptation. The technique is de- 
scribed in detail. Harry W. Fink, M.D. 


Ross, J. W.: Hypertonic Saline Solution in Ady- 
namic Ileus. Canadian M. Ass. J., 1926, xvi, 241. 
The advisability of causing peristalsis in peritoni- 
tis depends upon the harm that may be done by 
absorption of the contents of the quiescent bowel and 
whether peristalsis will spread the infection so that 
absorption from a larger area of peritoneum will be 
fatal. 

McVicar has found that ileus associated with a fall 
in the chlorides, a rise in the carbon-dioxide combin- 
ing power, and a rise in the non-protein nitrogen of 
the blood. There is a definite indication for the use 
of salt solution in combating the fall in the chlorides 
and in decreasing the harm produced by it. 
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Hughson and Scarff have shown that the intra- 
venous administration of hypertonic salt solution 
delays the absorption of toxic products by the gut. 
Incidentally they noted that violent peristalsis began 
immediately after the injection and continued for an 
hour. 

The author gives the protocols of his experimental 
work on dogs in which, in a gut distended by means 
of an inflated finger cot, peristalsis occurred after the 
administration of hypertonic solution. — 

Three clinical cases of adynamic ileus are reported, 
two due to appendicitis and one due to a perforated 
gastric ulcer. All of the patients passed flatus and 
feces after the intravenous administration of hyper- 
tonic saline solution and ultimately recovered even 
though it seemed that they were moribund. 

J. Frank Doucuty, M.D. 


Meyer, W.: The Duodenal Tube in the Post- 
operative Treatment of Gastro-Enterostomy. 
Med. J.& Rec., 1926, cxxiii, 304. 

Meyer cites several cases of severe vomiting follow- 
ing gastro-enterostomy in which the use of a duo- 
denal tube relieved the vomiting almost immediately 
and probably saved the patient’s life. 

SAMUEL Kaun, M.D. 


Lockhart-Mummery, J. P.: Diverticulitis and Its 
Surgical Treatment. Lancet, 1926, ccx, 437. 

Diverticulitis is the condition in which secondary 
inflammatory changes have occurred in hernial pro- 
trusions or diverticula in the walls of the colon. 

Of the author’s forty-one patients with diver- 
ticulitis, twenty-five were males. The sigmoid was 
involved in thirty-six cases, the transverse colon in 
three, and the ascending colon and cacum in one 
case each. 

The ideal surgical treatment is resection of the 
affected portion with end-to-end anastomosis and 
temporary cecostomy. This can be done, however, 
in only a relatively small percentage of cases, viz., 
those in which the condition is localized. Colostomy, 
though undesirable in many respects, is very safe 
and often is the only rational treatment. 

In nine cases, the author adopted the less radical 
procedure of freeing the adhesions, removing any 
prominent diverticula, and then drawing the dam- 
aged bowel well up onto the ileum and wrapping 
about it a fold of omentum. 

Early diagnosis and treatment may make surgical 
interference unnecessary. Eart G. Garsine, M.D. 


Coffey, R. C.: Colonic Polyposis with Engrafted 
Malignancy. Ann. Surg., 1926, Ixxxiii, 364. 
There is probably no benign process with a higher 
incidence of malignancy than colonic polyposis. 
Indications for treatment of colonic polyposis are 
the depleting haemorrhage and diarrhoea and the 
high incidence of malignant change. Non-radical 
palliative treatment comprises cacostomy, appen- 
dicostomy, irrigations, and radium therapy. Radical 
effective treatment—excision of the polyp-bearing 


area—is limited by technical difficulties and the 
impossibility of determining the extent of the process 
pre-operatively. 

Every disease should be treated on the basis of its 
pathology. It is quite generally conceded that col- 
onic polyposis results from an inflammatory or ulcer- 
ative condition of the mucous membrane of the colon. 
A technique for removing the entire colon, including 
the rectum, is described in detail. This operation is 
done in three stages. An ileostomy is performed first 
and followed in ten days by resection of the entire 
colon and sigmoid. From ten to fourteen days later 
a posterior resection of the rectum is done. At first 
the discharge from the ileostomy is thin and contains 
a great deal of bile and intestinal secretion, but after 
an interval of a few weeks ora month, the distal loops 
take on the normal function of absorption of the 
large intestine and only one or two movements 
occur a day. Thus a normally functioning abdominal 
mechanism is established. 

Brown has emphasized the merits of ileostomy as 
compared with colostomy. When the distal and 
proximal loops are sutured together there is no danger 
of herniation of the viscera around the ileostomy. 

Mere R. Hoon, M.D. 


Mayo, C. H., and Hendricks, W. A.: Carcinoma of 
the Right Segment of the Colon. Ann. Surg., 
1926, Ixxxili, 357. 

The clinical experience with cancer at the Mayo 
Clinic has been greatly aided by the observations of 
the pathologists with regard to the changes in the 
cells and the development of defensive tissue with 
its effect on cancer cells. All have been viewed with 
reference to the progress of the patient over a period 
of years, with or without operation or other treat- 
ment. The work of MacCarty and Broders on the 
morphology and differentiation of malignant cells 
and the relation of these to classification, diagnosis, 
and prognosis has done much to establish rational 
treatment. By their method the prognosis with re- 
gard to the probable cure or length of life of a patient 
with any particular form of cancer can be most ac- 
curately ascertained. ‘The surgical treatment of 
cancer is now much more thorough than it was in 
the past. Moreover it has been learned that fixed 
growths and growths with extensive metastasis are 
best treated by radiation, unnecessary surgical mor- 
tality being thus reduced. 

The factors which should influence the surgeon in 
the surgical procedure for carcinoma of the large bowel 
are low mortality, increased comfort, and the satis- 
factory late results. The roentgen-ray is a very 
definite help in the accurate diagnosis and location of 
tumors of the alimentary tract. Blood-stained mucus 
or stools are less commonly noticed in cases of tumor 
of the right large bowel than in cases of tumor of the 
left bowel or lower segment in which facal trauma- 
tism is more likely. Pain is a most prominent symp- 
tom when there is partial obstruction. A tumor may 
not be palpable because of gas and general distention of 
the abdomen, or may be obscured by fat until there 
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is an appreciable increase in its size. In certain cases 
two malignant tumors of different types may be 
situated in widely separated areas in the large bowel. 

For carcinoma at any point from the ileocecal 
coil to the hepatic flexure the technique described 
by the authors consists in removing the right segment 
of the colon with a few inches of the ileum. Since 
the cecum and ascending colon originate embryologi- 
cally on the left side of the abdomen and pass up- 
ward, across to the right, and down to the iliac 
fossa, it is clear that the nerves and vessels are 
necessarily on the inner side of the colonic mesentery. 
Therefore, in operations on the right segment of the 
colon, the division of the peritoneum should be made 
on the white line of attachment of the outer mesen- 
teric leaf to the parietal peritoneum as this greatly 
simplifies the operative work. If the bowel in the 
area of the tumor is movable, a radical operation is 
advisable. The ileocwcal coil and right segment of 
the colon are best removed and the ileum united to 
the transverse colon. At times, resection is done in 
two stages, the primary step being ileocolostomy. 
The authors prefer an end-to-side union of the ileum 
with the transverse colon. They state that this pro- 
cedure is ideal for the use of the Murphy button. 
The technique of the resection and anastomosis are 
described. The transverse end of the colon is in- 
corporated in the lower angle of the wound with cat- 
gut guides leading from the purse string of the seg- 
mented large bowel. If gas distention occurs within 
four days, the bowel may be punctured, the catgut 
being used as a guide to the closed end of the large 
bowel. 

The authors give statistics concerning 257 pa- 
tients with carcinoma of the right segment of the 
colon who have undergone operation. In a great 
number of these cases resection was inadvisable be- 
cause of metastasis. Some of the patients are still 
living four, eight, and nine years after the operation. 
At best, the results of operation for carcinoma are not 
satisfactory, but death is inevitable if the carcinoma 
is not removed. 

Filtration from the liver is so perfect that carci- 
noma cells are not passed into the portal vein and, as 
a consequence, the liver is involved !ater in cases of 
carcinoma of the right segment of the colon than in 
cases of carcinoma of the left and lower segments. In 
the presence of an ulcerated carcinoma the few lymph 
nodes along the large bowel may become enlarged, 
but this enlargement may be due to inflammatory 
changes and therefore does not necessarily indicate 
inoperability. 


Dzialoswynski, A.: Gangrene of the Transverse 
Colon: First Report of a Cured Case (Gangraen 
des Colon transversum: erstmalige Beobachtung 
eines geheilten Falles). Zentralbl. f. Chir., 1925, lii, 
2120. 

Gangrene of the transverse colon has been re- 
peatedly observed following resection of the stomach 
after ligation of the middle colic artery or one of its 
main branches. It may result also from separation 


of the adherent mesocolon in the immediate vicinity 
of the intestinal tube and resection of quite a large 
portion of the mesocolon without ligation of one of 
the larger blood vessels and without separation of 
the intestine from its mesentery. In all of the cases 
of gangrene the colon which have been reported 
in the literature the condition was fatal. 

The author reports a case of necrosis of the colon 
without ligation of the colic artery in which a cure 
resulted. The patient was a 23-year-old woman who, 
on September 30, 1922, was subjected to an anterior 
gastro-enterostomy for ulcer of the duodenum. On 
October 26, 1923, an extensive resection of the 
Kroenlein-Mikulicz type was done for peptic ulcer 
of the jejunum. The patient was discharged from 
the hospital with a fistula and was operated upon 
for closure of the fistula on June 6, 1924. The fistula 
was caused by two tumors of the mesocolon--one the 
size of a walnut and the other that of a hen’s egg— 
within which old ligatures were demonstrable. Both 
tumors were extirpated, care being taken to protect 
the middle colic artery. On June 17, 1924, when the 
opening of an abscess became necessary, the entire 
transverse colon was found necrotic. On September 
8, 1924, the ileum was anastomosed to the descending 
colon. On November 4, 1924, the colonic stomata, 
which had become approximated by cicatricial con- 
tractions,were closed. After a smooth recovery the 
patient was discharged on November 20, 1924, with 
good intestinal function. Kats (Z). 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Vesell, H., and Sherwin, C. P.: Testing of Liver 
Function: Detoxication by the Liver. Arch. 
Int. Med., 1926, xxxvii, 257. 

The liver has a most complex physiology. It plays 
an important réle in the metabolism of proteins, 
carbohydrates, and fats, it helps form bile pigments 
and bile salts, and it performs detoxication work. 
Because of its multiple functions, its condition in 
any normal or pathological case cannot be deter- 
mined by means of a single functional test. Ex- 
periments have shown that certain chemical and 
metabolic reactions may at times be limited to a 
single species. 

The authors studied the acetylation of para- 
aminobenzoic acid which occurs in the liver in the 
normal human body. The test is described in detail, 
but the quantitative chemical estimation of para- 
aminobenzoic acid in the urine is too cumbersome 
for use as a clinical method even if it should prove 
satisfactory otherwise. 

The test was applied to cases of cholecystitis, 
cirrhosis, carcinoma, and abscess of the liver, catar- 
rhal jaundice, and carcinoma of the head of the 
pancreas. These cases presented symptoms of im- 
pairment of the function of the liver and all showed 
decreased acetylation. Serious renal and cardiac 
disease did not decrease the percentage of acetyla- 
tion in the liver. 
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The results in general indicate that severe liver 
damage gives low readings (zero in two carcinoma 
cases), and that milder liver involvement gives only 
slightly lowered readings. Cyrut J. Giasret, M.D. 


Richter, H. M.: Cholecystography. J. Am. M. Ass., 
1926, Ixxxvi, 937. 

While appreciating the great value of cholecys- 
tography in cases.of advanced gall-bladder disease in 
which the history is atypical or difficult to obtain, 
the author warns against a source of error in the 
interpretation of the normal shadow and calls 
attention to a peculiar psychological process by 
which the method may cause confusion. The source 
of error lies in the fact that we are likely to interpret 
gall-tract infection in terms of gall stones and ad- 
vanced pathological changes. 

It has been estimated that the patient with gall 
stones comes to operation after an average of ap- 
proximately twenty years of incubation and develop- 
ment of his infection. Therefore if gall-bladder 
disease is interpreted in terms of the early pathologi- 
cal changes with early symptoms of extragastric 
dyspepsia, at which stage it is often possible to diag- 
nose the condition from the history alone, not only 
must cholecystography fail, but the clear-cut roent- 
genogram of the gall bladder which is typically 
normal at that stage directs attention away from 
this viscus as the source of the trouble. 

Gall-bladder infection is recognizable clinically in 
a large percentage of cases before stones are present 
and long before the gross appearance of the organ 
is greatly changed or gall-bladder function is ma- 
terially or persistently deranged. 

J. Frank Doucaty, M.D. 


Levyn, L., and Aaron, A. H.: Cholecystography 
by the Oral Method. Radiology, 1926, vi, 204. 


When the dye used for cholecystography is given 
by way of the alimentary tract the peculiarities of 
the portal circulation are such as to compel most of 
the absorbed products to pass through the liver prior 
to their discharge into the systemic blodd stream. 
Direct intravenous injection involves difficulties 
of technique with the possibility of local injury to 
the peripheral blood vessels at the site of operation. 
Other disadvantages of the latter method are the 
danger of bacterial contamination and the fact that 
the vehicle as well as the drug is immediately foreign 
to the blood. The intravenous injection of a large 
variety of substances was found to cause definite and 
important changes in the arterial blood accompanied, 
as a rule, by disturbances in physiological function. 
In experimental animals, disturbances in these proc- 
esses were indicated by changes in the blood pres- 
sure and the pulse and respiratory rates ranging from 
moderate to profound and resulting frequently in 
collapse and sometimes in death. 

Levyn and Aaron therefore carried out experi- 
ments in the hope of securing some type of protected 
capsule which would allow better absorption of the 
dye, interference with which is due largely to a 


chemical reaction. Tetra-iodophenolphthalein so- 
dium salt is very readily soluble in water, but in the 
presence of mineral acid, such as hydrochloric acid, 
the free acid of the tetra-iodo is formed, which ap- 
pears as a white sediment and is highly insoluble in 
water. 

If the sodium salt is given directly into the stom- 
ach, the acid gastric juice immediately converts 
the salt to the insoluble free acid. If this free acid 
passes On into the intestines, the alkalinity of the 
intestinal fluid is not sufficient to convert the free 
acid to the soluble salt again and the desired result 
cannot be obtained. 

The oral method of administering the dye has the 
distinct advantage of simplicity and none of the 
dangers of the intravenous method. In doubtful 
cases, examinations may be easily repeated. Diag- 
nostic interferences may be drawn as from the visual- 
ization produced by the intravenous method. Until 
large numbers of operative and pathological reports 
have established the significance of marked varia- 
tions in the emptying time and a mottled appearance 
of the gall bladder, the diagnosis of gall-bladder 
disease should not be based on these findings alone. 
A correct interpretation of visualization and non- 
visualization will be attained only as the result of 
collaboration between the pathologist, roentgenolo- 
gist, and surgeon. 

The chief purpose of this article is to report what, 
to the author, has proved the best and simplest 
method of administering the dye orally, eliminating 
the uncertainties of the use of chemically hardened 
capsules, affording the greatest degree of protection 
against the acid of the gastric juice, and making 
available for absorption the largest amount of the 
dye. 

All patients subjected to cholecystography should 
have their chest screened, because restricted dia- 
phragmatic excursion causes diminished pressure on 
the liver during inspiration, thereby mechanically 
delaying the emptying time of the gall bladder. At 
times it is possible to demonstrate adhesions between 
the gall bladder and the anterior abdominal wall. 
If the position of the gall bladder is the same after 
deep inspiration as after expiration, we would assume 
that it is fixed, probably to the abdominal wall, 
because, normally, the gall bladder will be seen 
considerably lower after deep inspiration than follow- 
ing expiration. Morris H. Kann, M.D. 


Graham, E. A., Cole, W. H., Copher, G. H., and 
Moore, S.: Simultaneous Chclecystography 
and Tests of Hepatic and Renal Functions 
by a Single New Substance, Sodium Phenol- 
tetra-Iodophthalein: Preliminary Report. J. 
Am. M. Ass., 1926, \xxxvi, 467. 


The sodium salt of phenoltetra-iodophthalein, an 
isomer of tetra-iodophenolphthalein, not only ren- 
ders the gall bladder visible in the roentgenogram, 
but stains the blood serum sufficiently for its detec- 
tion after alkalinization probably by a test similar to 
the Rosenthal test and is excreted by the kidneys in 
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sufficient quantities to permit its recognition colori- 
metrically in the urine after alkalinization. 
Therefore if the substance can be obtained in 
sufficient quantities, it may be possible so to standard- 
ize the technique that cholecystography and tests 
of hepatic and renal function may be made simul- 
taneously. Marcus H. Hosart, M.D. 


Habbe, E., and Smith, L. A.: Unusual Bile-Duct 
Visualization by Roentgenograms of Barium 
Meal: Report of a Case. J. Am. M. Ass., 1926, 
Ixxxvi, 476. 


In the case reported by the authors the intra- 
hepatic ducts were filled by the barium meal, evi- 
dently through a spontaneous cholecystoduodenos- 
tomy, and were clearly visible in the roentgenogram. 

The authors believe that the bile ducts may be 
filled in a similar manner by the duodenal contents 
after meals, particularly when the patient lies down 
after eating. The retention of the barium in the 
ducts indicates that food material with its accom- 
panying bacterial content must be present in the 
bile ducts at all times. 

Although in the case reported the marked ab- 
normality has probably been present for five years, 
it has caused no functional change so far as can be 
determined by the usual liver function tests. 

Such cases are rare, but a few have been reported 
in the literature. Marcus H. Hopart, M.D. 


Cushing, E. H., and Stout, A. P.: Gaucher's Disease 
with the Report of a Case Showing Bone Dis- 
integration and Joint Involvement. Arch. 
Surg., 1926, xii, 539. 

The purpose of this article is to present the clinical 
features of Gaucher’s disease and to attempt to 
evaluate the results of splenectomy as a therapeutic 
measure. 

A review of the literature reveals only forty-four 
authentic cases of the condition. Personal informa- 
tion of unreported cases allows the authors to sum- 
marize five others. Of these, two cases which were 
treated at the Presbyterian Hospital, New York, are 
reported in detail. 

Gaucher’s splenomegaly occurs most frequently in 
women and children. It is characterized by enlarge- 
ment of the spleen, bronzing of the skin, anemia, and 
a marked hemorrhagic tendency. The pathological 
picture is characterized by the presence in the spleen, 
liver, lymph nodes, and bone marrow of large round 
or polygonal cells with one or more nuclei. 

The first case reported by the authors was that 
of a woman aged 29 years whose condition was diag- 
nosed as Banti’s disease and treated by splenectomy. 
After the operation the patient gained slightly in 
weight. There was no change in the number of red 
blood cells, but the white cells increased from 5,000 
to 15,000. The postoperative record of the case 
covers sixty-eight months. 

In the second case, that of a woman aged 33 years, 
the condition was accompanied by bone disintegra- 
tion and joint involvement. Splenectomy was fol- 


lowed by a gain in weight of 17 1/2 lb. and an increase 
in the red cells from 1,300,000 to 3,910,000. Later 
the head and neck of the femur and the acetabulum 
and joint capsule were resected. The destruction of 
bone was greatest near the joint. The neck of the 
femur was quite soft and the bone seemed sandy in 
consistency. The authors believe that the gradual 
atrophy of the, head of the femur, erosion of the 
articular cartilages, and disintegration of the joint 
were due to the multiplication of Gaucher’s cells 
within the bone marrow. 

Splenectomy is the only treatment attended with 
any measure of success in Gaucher’s disease but there 
is no indication that it effects a cure. 

Eart G. Garsipe, M.D. 


MISCELLANEOUS 


Unger, A. S., and Speiser, M. D.: Congenital Dia- 
phragmatic Hernia, with a Report of Seven 
Cases with Autopsies. Am. J. Rocntgenol., 1926, 
XV, 135. 


Diaphragmatic herniz are true or false, depending 
upon the presence or absence of a sac. Those of the 
latter type constitute 87 per cent of congenital 
hernie. Diaphragmatic herni# occur most fre- 
quently through the foramen of Morgagni, the fora- 
men of Bochdalek, and the csophageal hiatus. 
They occur on the left side eight times more fre- 
quently than on the right side. The viscus found 
most frequently in such herniz is the stomach, but 
every abdominal organ except the genital organs, 
the bladder, and the rectum has been discovered at 
least once in the thoracic cavity. 

The clinical picture of diaphragmatic hernia is very 
variable. In some cases symptoms begin soon after 
birth, while in others there may be no symptoms 
and the condition may be discovered accidentally 
in adult life. Dyspnoea is a common complaint, the 
degree of which depends upon compression of the 
lungs. Nausea or vomiting and abdominal pain or 
colic may occur. Preceding death in the cases of 
newborn infants, the breathing is very shallow, the 
cry is very weak, and cyanosis is present. In older 
persons the respiration is short and quick, and the 
voice may have a peculiar tone. In about one-third 
of the cases reported hiccough occurred. 

The authors report seven cases, in six of which an 
autopsy was performed. In the seventh case the 
condition was discovered accidentally in a roentgen 
examination for injury of the left humerus. Two of 
the subjects were newborn infants, two were children 
1 year old, and two were adult males past the third 
decade of life. 

These cases exemplify the authors’ classification. 
In cases of the first class death occurs at birth or 
shortly afterward. In those of the second class the 
child lives for a few months or years but has con- 
stantly recurring dyspnoea. In the third class are 
adults. Adults with the condition are generally 
healthy, but following a severe strain some of them 
go into shock and die suddenly. Others have no 
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symptoms, the condition being discovered during an 
abdominal operation or X-ray examination. 
Fart G. Garsiwe, M.D. 


Neuhof, H.: Retroperitoneal Sarcoma (Adrenal 
Tumor?) with Hemorrhage; Three Years After 
Operation. Ann. Surg., 1926, |xxxiii, 290. 


Neuhof reports the case of a woman 30 years old 
with a history of appendectomy two Years previously 
for recurring abdominal cramps of several months’ 
duration. After the operation she felt well for a few 
months, but soon began to have epigastric fullness 
after meals. At the time of her admission to the 
hospital for the second time she had lost 15 Ibs. in 
weight. ‘Twenty-four hours before her admission 
she was seized with a violent cramp-like pain in the 
right lower quadrant of the abdomen which increased 
in severity and was associated with vomiting. ‘The 
bowels moved with an enema. On examination, a 
cystic mass was palpated in the mesial and right 
upper portion of the abdomen. This was about 20 
cm. in diameter, smooth, fixed, tender, and fluctuant. 
The overlying musculature was rigid, but general rig- 
idity was absent. ‘The leucocyte count was 21,200. 

An upper right rectus incision over the bulge re- 
vealed a large bluish mass apparently located in the 


transverse mesocolon. When the overlying transverse 
mesocolon was incised, a plane of cleavage was found 
through which the mass could be separated by blunt 
dissection from the pancreas, the right kidney, and 
the third portion of the duodenum. As it was im- 
possible to free the encysted blood clot from the 
right kidney completely, a portion of the upper pole 
was removed with the retroperitoneal mass. Gauze 
packing surrounded by a rubber dam was placed in 
the retroperitoneal space, the remainder of the pos- 
terior peritoneum was sutured, and the abdomen 
was closed around the drain. 

The removed mass, which was spherical, consisted 
of a thin confining membrane enclosing a blood clot. 
Tumor masses were scattered throughout the clot, 
but the attached portion of kidney appeared normal. 
The microscopic diagnosis was angiosarcoma. 

Deep X-ray therapy was given for several months 
after the operation. The patient has gained 20 lbs. 
and has remained in perfect health up to the present 
time, two years after the operation. Although there 
was no microscopic evidence that the tumor arose 
from the adrenal, the author is of the opinion that it 
was of adrenal origin because the clinical picture was 
very similar to that of an adrenal tumor with hamor- 
rhage. Wiuram A. Bras, M.D. 
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Clark, J. G., and Ferguson, L. K.: A Cystogram 
Study of Cystocele and Prolapsus. Surg. Clin. 
N. Am., 1926, vi, 79. 


Cystography is probably the most impressive 
and convincing method of showing the deformity of 
the bladder that occurrs in cystocele and descensus 
and the degree of anatomical reposition of the blad- 
der obtained by various operations in these cases. 
It furnishes a permanent and exact record which can 
be referred to and used as a standard in subsequent 
examinations and therefore will show which of the 
various operative procedures gives the most lasting 
results. 

A plate is first made with the patient in the prone 
position. The catheter is then removed and a second 
plate is made with the vertical fluoroscope. The 
patient is then requested to empty her bladder 
completely and a second examination is made with 
the vertical fluoroscope for residual urine. 

If any residual urine is found, a third vertical plate 
is made. 

After the operation the procedure is repeated after 
an interval of from eighteen to twenty days, and 
when possible, a year or more after the patient’s 
discharge from the hospital. The procedure is en- 
tirely harmless. 

The authors report eight cases with pre-operative 
and postoperative cystograms showing the position 
and shape of the bladder. Roxtanp S. Cron, M.D. 


Gaenssle, H.: The Results of Operation for Pro- 
lapse (Ueber Ergebnisse der Prolapsoperation) 
Monatsschr. f. Geburtsh. u. Gynack., 1925, \xx, 295° 

Suture of the pelvic floor is usually preceded by 
plastic work anteriorly and separate suture of the 
vesicovaginal septum. In cases of insufficienty of 
the sphincter of the bladder with urinary inconti- 
nence the sphincter is brought together with inter- 
rupted sutures. Because of the good results which 
have been obtained in this manner it has never been 
necessary to employ the Goebel-Stoeckel plastic 
operation on the pyramidalis. After a properly per- 
formed operation for prolapse, the hypertrophied 
portio will become normal in size without any fur- 
ther treatment. 

In Sellheim’s plastic operation on the pelvic floor 
the levators are sutured separately and over them 
the constrictor cunni is sewed in two layers and the 
skin is sutured separately. If the operation is not 
performed in the immediate premenstrual or post- 
menstrual period there is little bleeding. The tech- 
nique is not particularly difficult. The operation is 
performed preferably under lumbar anesthesia. 
Follow-up studies indicate that the results are better 
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in untreated cases of anteflexion and retroflexion 
than in those in which postural methods have been 
used. Consideration of the position of the uterus is 
not necessary. 

By Sellheim’s method, total prolapse may be 
operated upon as well as slight descensus. Ten per 
cent of the completely cured women have had re- 
peated pregnancies; some of them have been deliv- 
ered as many as four times. Careful management of 
the labor is necessary. If the head remains on the 
pelvic floor, forceps should be applied and a longi- 
tudinal incision should be made through the old scar 
and sutured immediately after labor. ‘The author be- 
lieves that a cure may be obtained in go per cent of 
the cases. Tueopvore (G), 


Violet and Michon: Adenomyomata of the Uterus 
and Ovaries (Les adénomyomes de l’uterus et des 
ovaires). Gynéc. et obst., 1925, xii, 403. 


Adenomyomata of the uterine cornua and the 
round ligaments are discussed. A case is reported in 
which an adenomyoma appeared in the abdominal 
wall following ventral fixation by the round liga- 
ment. Adenomyomata of the subserous variety 
form the only true cysts of uterine origin. Intersti- 
tial adenomyomata are common. They occur dif- 
fusely beneath the mucosa, a condition called by 
the author ‘“‘adenomyometritis,” and as localized 
tumors, apparently due to extension from the 
glands of the normal subjacent mucosa. They fre- 
quently penetrate to the peritoneal surface, causing 
fibrin deposits and the adhesion of neighboring 
structures (most frequently the rectum). The 
authors have found them associated with large 
uterine fibroids and in the form of true ectopic 
growths 

There are two general clinical types: the hamor- 
rhagic, associated with profuse metrorrhagia, and 
the dysmenorrhocic, with severe menstrual dis- 
turbances not relieved by ordinary measures. 
Adenomyomata of the pouch of Douglas are often 
included in the latter group. The authors have seen 
five cases and have collected tor. The symptoms 
may resemble those of advanced carcinoma (pain, 
loss of weight, etc.). Rectal examination alone gives 
findings that can be relied upon in the differential 
diagnosis. A case is cited in which a supravaginal 
hysterectomy was done but of course failed to give 
relief. 

The authors report also a case of endometrial 
blood cyst of the ovaries and review the various 
theories as to the pathogenesis of this condition. 
They are inclined to accept Sampson’s theory that 
it is the result of tubal regurgitation with the trans- 
plantation of endometrial fragments. 

Goopricu S. SCHAUFFLER, M.D. 
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Von Kuettner, O.: Sarcomatous Degeneration of 
Uterine Myomata (Zur Frage der Umwandlung 
von Uterusmyomen in Sarkom). Monatsschr. f. 
Geburtsh. u. Gynack., 1925, \xxi, 177. 

The case reported by the author was that of a 54- 
year-old woman who was admitted to the hospital 
with the diagnosis of peritonitis or ileus. Eleven 
years previously an examination had revealed what 
was believed to be a cyst the size of an apple in the 
left ovary. For several weeks the patient had noticed 
a rapid increase in the size of this tumor, and four 
weeks previously had had an attack of acute pain in 
the left hypogastrium. ‘The day before her admission 
to the hospital the pain had recurred and was 
associated with vomiting and difficulty in the pas- 
sage of flatus. 

Operation revealed, instead of the expected ova- 
rian tumor with a twisted pedicle, a cystic tumor 
attached by a narrow pedicle to the atrophied uterus 
and containing about 2 liters of necrotic material 
mixed with bloody fluid. 

Although the operation was difficult, the patient 
left the hospital after sixteen days. Two months later 
a recurrence developed. The microscopic diagnosis 
was “‘sarcomatous degeneration of a myoma.” 

In the discussion of this report, Henke, who ex- 
amined the tumor in von Kuettner’s case microscopi- 
cally, called attention to the relative infrequency of 
sarcomatous degenerationof myoma. Biermer stated 
that if the frequency of such degeneration were as 
great as is assumed by Bumm and Warnekros a 
considerably greater number of recurrences would 
develop after supravaginal amputation. Asch, 
Koerner, Fraenkel, Dienst, and Mattias were of the 
same opinion. Mattias based his conclusion on 1,200 
autopsies made in cases of malignant tumors, in 
which sarcoma was found in only twenty-six (2 per 
cent). 

Fraenkel called attention to the fact that some 
tumors considered myomata are sarcomata from the 
beginning. He reported a case in which an extirpated 
tumor was believed to be a myoma until a recurrence 
proved it to be a sarcoma. Even the infiltration of a 
tumor does not always prove its sarcomatous nature. 

Koerner reported a case in which a sarcoma with 
numerous giant cells penetrated a myoma. 

Dienst described a submucous myoma the size of a 
man’s head in which the peripheral zone consisted of 
compact tissue while the central part contained cysts 
varying in size from that of a cherry to that of a 
goose egg and showed occasional areas of metaplasia 
of the tumor cells into cartilaginous tissue. 

Fiescu (G). 


Walther, H. W. E., and Peacock, C. L.: Gonococcal 
Endocervicitis. South. M.J., 1926, xix, 202. 


In gonococcal endocervicitis, amputation of the 
cervix and cauterization with the actual or electric 
cautery have been done, but this treatment pro- 
duces scar tissue which seriously interferes with sub- 
sequent labors. The authors have found that the 
gonococci may be effectively destroyed without in- 


jury of the tissues by diathermy. They describe 
their technique in detail and report the results in 
twelve acute and twenty-six chronic cases. The 
number of treatments was usually from two to four- 
teen. 

The time of an average treatment was ten 
minutes. The average milliamperage was 500. The 
treatments were given at intervals of from two to 
four days until the smears were negative. 

I. Epwarp Bisuxow, M.D. 


Becker. C.: Carcinomatous Degeneration of Hetero- 
topic Epithelial Inclusions in the Uterus (Car- 
cinomatoese Degeneration heterotoper Epithelein- 
schluesse am Uterus). Zentralbl. f. Gynaek., 1925, 
xlix, 2333. 

In the case of a 54-year-old nulliparous woman 
who had suffered from backache and intestinal ca- 
tarrh six months previously the uterus was removed 
by supravaginal amputation because of fixed ret- 
roversion. Before the amputation could be per- 
formed, the liberation of numerous adhesions was 
necessary. The anatomical examination revealed, 
in the serosa of the pouch of Douglas on the posterior 
uterine wall, several tumor masses which had the 
structure of glandular carcinomata and were ap- 
parently peritoneal metastases. The endometrium 
was entirely normal. A rectal carcinoma as the 
source of the smaller tumors was definitely excluded. 
This case is similar to cases described in the litera- 
ture as fibro-adenomatous serositis or sero-epithelial 
adenomyositis. 

Becker believes it possible that the previous dys- 
menorrheeic disturbances played a part in the etiol- 
ogy of the tumors (passive congestion during the 
always painful menstruation) ; that a curettage done 
five years previously may have caused the dissemina- 
tion and implantation of endometrial epithelia in the 
cul-de-sac of Douglas; and that atrophy of the 
tissues due to the menopause which immediately 
followed the currettage favored the occurrence of 
malignant degeneration in the implanted cells. Soon 
after,the removal of the uterus a nephrectomy was 
necessary because of injury to the ureter leading to 
pyonephrosis. In the interval between the opera- 
tions an inoperable carcinoma the size of an apple 
developed in the cervix. Fiescu (G). 


Clark, J. G., and Keene, F. E.: The Treatment of 
Carcinoma of the Cervix by Irradiation. Surg. 
Clin. N. Am., 1926, vi, 113. 

In the treatment of carcinoma of the cervix the 
authors have always limited themselves to the use 
of 100 mgm. of radium element. In only a very few 
cases have they combined X-ray therapy with the 
radium treatment. The radium is divided into one 
capsule of 50 mgm. and four needles each containing 
12144 mgm. Almost without exception the dosage 
has been 2,400 mgm.-hrs. The radium has been 
buried only in the carcinomatous crater or, in addi- 
tion, the needles have been inserted into the tissues 
around the involved area. 
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In the past few years the application has been 
made under nitrous oxide-oxygen anesthesia. The 
patient is told to report within six weeks and the 
decision as to a second application is made from 
the appearance of the disease area at that time. Fre- 
quently the treatment is not repeated because the 
carcinomatous area is found to have disappeared 
apparently completely. 

The chief benefit from irradiation comes from the 
first dose. A very careful selection of cases is neces- 
sary since in certain types, such as those with wide- 
spread involvement of the base of the bladder, the 
rectum, or the uterosacral ligaments, radium in 
sufficient quantities to affect the carcinomatous 
process favorably will cause extensive necrosis, a 
rectal or vesical fistula, and very severe pain. 

In about 65 per cent of the more advanced cases 
of carcinoma of the cervix the treatment produces 
a local healing of the process with temporary or 
permanent cessation of the bleeding and discharge. 
In about 15 per cent the application of radium seems 
to stimulate the malignant process to greater ac- 
tivity. 

Statistics show that in early cases the results of 
radium treatment are equal, if not superior, to those 
obtained by radical operation. In Clark’s clinic, the 
radical operation for carcinoma of the cervix has 
not been performed during the past three years. 
In 214 cases treated during the period from 1919 
to 1923, the disease was confined to the cervix in 
only thirteen of these thirteen cases, seven were 
treated with radium alone and six were treated by 
high cautery amputation of the cervix and the 
application of radium. In the first group a five-year 
cure was obtained in two (28.5 per cent), while 
in the second group a five-year cure was obtained in 
five (83 per cent). The authors believe that the 
combination of radium and the cautery is followed 
by much better results than the use of one or the 
other alone. 

In many clinics the combined use of radium and 
deep X-ray therapy has been undertaken, but the 
value of this treatment is still to be determined. 

Rotanp S. Cron, M.D. 


Petit and Marion: Accidental Section of the Ureter 
During Hysterectomy for a Large Fibroid in 
the Right Broad Ligament; End-to-End Suture 
Over a Ureteral Sound; Abdominal Drainage; 
Result After Twenty Months (Section acciden- 
telle de ’uretére au cours d’une hystérectomie pour 
gros fibrome inclus dans le ligament large droit; 
suture bout 4 bout sur une sonde urétérale; drainage 
abdominal; résultat vingt mois aprés). Bull. et mém. 
Soc. nat. de chir., 1925, li, 910. 

During a hysterectomy performed by Petit the 
right ureter was accidentally cut about 8 cm. above 
its insertion in the bladder. The ends were approxi- 
mated over a ureteral sound. Four fine catgut. su- 
tures, including all of the coats of the ureter, were 
introduced for coaptation, and between these were 
introduced four more including only the outer coat 
of the ureter and four to approximate the tissues 


surrounding the two ends. The rest of the opera- 
tion was so conducted that abdominal drainage was 
obtained from the area of the sutures. 

On the seventh day after the operation the sound 
was removed by way of the bladder and on the 
fifteenth day the drain was removed. A _ small 
urinary fistula closed about the thirtieth day after 
the first ureteral catheterization. Although there 
was evidence of stricture in the region of the injury, 
progressively larger catheters were used with suc- 
cess at repeated catheterizations over a period of 
twenty months. Kidney function remained unim- 
paired. 

Marion points out that it is unusual for the 
ureter to remain permeable and the kidney function 
to remain unimpaired following such an injury. 
He cites a case in which damage due to a similar 
stricture was noted only after nineteen years. 
Marion favors Petit’s procedure, especially the re- 
peated catheterization of the ureter. 

Goopricu S. ScHAUFFLER, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Shaw, W.: The Fate of the Graafian Follicle in the 
Human Ovary. J. Obst. & Gynec. Brit. Emp., 
1925, Xxxii, 679. 

Only a small percentage of the graafian follicles 
found in the ovary at birth undergo ovulation. The 
majority become atretic. The large lutein cells of 
the corpus luteum are derived from the granulosa 
layer of the follicles. The paralutein cells develop 
from the theca interna layer. It requires about eight 
months for a corpus luteum to become converted 
into a corpus albicans. Atretic structures derived 
from the graafian follicles are the corpus atreticans, 
the corpus candicans, the corpus fibrosum, and the 
corpus restiforme. Rotanp S. Cron, M.D. 


Soimaru: Intraperitoneal Hzmorrhage from the 
Rupture of a Lutein Cyst of the Ovary (Rupture 
intrapéritoneale de kyste luteinique de l’ovaire). 
Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiv, 653. 

Severe intraperitoneal haemorrhages may result 
from other conditions than ectopic pregnancy. In 
cases reported in the literature the causes included 
the rupture of a graafian follicle, the rupture or ex- 
pulsion of a corpus luteum, the rupture of an ovary, 

a primary cyst, a cyst with a twisted pedicle, or 

paracystic varices, a malignant tumor, and chronic 

odphoritis. 

Soimaru reports a case of rupture of a tubo- 

ovarian cyst. Avpert F. De Groat, M.D. 


Hitzanides, E.: Rupture of a Corpus Luteum Cyst 
Simulating Rupture of an Ectopic Pregnancy 
(Rupture d’un kyste du corps jaune de l’ovaire 
simulant une grossesse extra-uterine rompue). Bull, 
Soc. d’obst. et de gynéc. de Par., 1925, xiv, 656. 

Contrary to the studies of Forssner and others 
which tend to show that severe ovarian hmor- 
rhage occurs only as the result of ectopic pregnancy, 
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the author believes that such a hemorrhage is often 
due to the rupture of a graafian follicle or a lutein 
cyst simulating an ectopic pregnancy. To prove his 
contention he cites an illustrative case. 

A widow 45 years of age who was sterile and had 
never had an abortion was seized with pain in the 
lower part of the abdomen. This pain was very 
severe and persisted for ten days. For the last 
eighteen months before the patient consulted the 
author she had sufiered from severe metrorrhagia 
which occurred twice monthly and was associated 
with hot flashes and headache. 

On examination the patient was found pale and 
thin. Abdominal tenderness was present, but there 
was no rigidity. The clinical signs of pregnancy were 
absent. In the cul-de-sac was a mass suggesting a 
pelvic hamatocele. 

At operation, the uterus and tubes were removed 
with a large clot which filled the pouch of Douglas. 
The source of the hamorrhage was found to be a 


tear 1 cm. long in a cyst of the right ovary. Micro- 

scopic examination showed the cyst to be lined by 

lutein cells. No fetal elements could be found. 
ALBERT F. DE Groat, M.D. 


Pfeiffer, D. B., and Smyth, C. M., Jr.: An Ovarian 
Cyst Twisted on Its Pedicle with a Carcinoma 
of the Sigmoid Discovered Incidentally. Surg. 
Clin. N. Am., 1926, vi, 207. 

In a case of ovarian cyst twisted on its pedicle the 
authors found, after removal of the cyst, a typical 
“‘napkin-ring” carcinoma of the sigmoid. The 
growth was readily mobilized with its regional mes- 
entery and brought out through the abdominal wall 
in the manner described by Mikulicz. At the same 
time the ileus was relieved. No attempt was made 
to create a sphincter. In this procedure there is no 
danger of sepsis from the primary operation as the 
bowel is not opened until it is withdrawn from the 
abdomen. RoLanp S. Cron, M.D. 














OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Falls, F. H.: The Use of the Vaginal Stethoscope 
in the Early Diagnosis of Pregnancy. Am.J.Obst. 
& Gynec., 1926, Xi, 309. 


The vaginal stethoscope advances the time of 
hearing and counting the fetal heart tones about four 
weeks, therefore making this sign precede quickening. 
It is of aid in the diagnosis of placenta praevia, death 
of the fetus in early pregnancy, mole pregnancy, and 
pregnancy complicating uterine fibroids. Fetal 
movements as well as fetal heart tones can be heard 
vaginally in the early months of pregnancy. The 
use of the vaginal stethoscope is of particular value 
in the cases of women with a very thick abdominal 
wall which renders auscultation difficult. 

E. L. Cornett, M.D. 


Bridgman, E. W., and Norwood, V.: Pulmonary 
Tuberculosis and Pregnancy. Bull. Johns Hop- 
kins Hosp., Balt., 1926, xxxviii, 83. 

In a series of 14,000 cases of pregnancy in an equal 
number of white and negro women, many of whom 
were multipare, the obstetrical cards showed that 
134 Of the patients were grouped as having pulmo- 
nary tuberculosis in one or more of its various forms, 
This revealed no increase over the expected inci- 
dence of pulmonary tuberculosis, and the routine 
physical examination disclosed no alarming inci- 
’ dence of tuberculosis during the period of gestation. 
There was no evidence that pregnancy in any way 
promoted the occurrence of the infection. In fifty 
cases the presence of tuberculosis could not be con- 
firmed. 

In seventeen cases the history and signs pointed 
conclusively to pulmonary tuberculosis in an inac- 
tive stage at the time of delivery. These women had 
the household duties and the care of families to a 
greater or less extent and belonged to the class which, 
in general, is unfavorable for the care of tuberculosis. 
In spite of this fact, seven of the ten patients whose 
after-histories are known were in excellent condition 
from six months to five years after delivery. It is 
probable that the wear and tear of their lives would 
have produced such flare-ups whether they had borne 
infants or not. The authors believe that pregnancy 
was often coincidental. 

In thirty-one cases of active tuberculosis during 
pregnancy and at the time of delivery there were 
four spontaneous premature births, two deaths, and 
two spontaneous abortions in the sixth and fourth 
months. 

Twenty-three babies were discharged at the end 
of two weeks in fair condition. Their average birth 
weight was 2,808 gm., which is definitely below 
the average for the service and 400 gm. below the 
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average weight of the babies whose mothers had 
quiescent tuberculous lesions. 

In the presence of active tuberculosis, pregnancy 
is followed by the death of the mother within one 
year in fully one-half of the cases. The prognosis is 
best in cases of pregnancy with a fibroid type of 
tuberculosis which are given suitable treatment. In 
cases of caseous lesions with no antituberculosis ther- 
apy, the condition is apt to be fatal. Even in the 
cases of patients in whom the condition does not 
terminate fatally pregnancy is deleterious to the 
pulmonary condition. 

There were twelve cases of active tuberculosis in 
which a therapeutic abortion was done. Of these 
twelve patients, three could be followed for only two 
weeks after the operation and therefore are not con- 
sidered in this report. All of the abortions except 
one were induced between the second and third 
months of pregnancy. In the one exception it was 
induced in the sixth month. Of the remaining nine 
patients, two (22 per cent) were living and in better 
health, two were living but not in better health, 
and five patients (57 per cent) were dead at the end 
of a year. . 

A comparison of the results in this group with 
those in a similar group in which abortion was not 
induced suggests that the operation renders the 
prognosis less favorable. 

Abortion was induced also in the cases of seven 
patients with inactive tuberculosis. All of these 
patients were doing well at the end of a year, as 
were also those with inactive tuberculosis who were 
allowed to go to term. 

Nineteen patients were suffering from some other 
disease besides tuberculosis. In this group the prog- 
nosis was poor. When the tuberculosis was inactive, 
the result depended upon the severity of the con- 
comitant disease. Besides the type of the lesion, it 
was the amount of work and rest in daily life that 
seemed to control the prognosis. 

In the case of a.pregnant woman in whom active 
tuberculosis is found, the tuberculosis should be 
treated to the utmost and the pregnancy disregarded. 
Rest, preferably in a sanatorium, is the treatment 
for tuberculosis. Artificial termination of pregnancy 
is not indicated. 

The infantile mortality in the first year is over 50 
per cent. Even if the infants live longer, many of 
them develop tuberculosis. The intimate contact 
between mother and young baby nearly always re- 
sults in infection of the child. If there is any sign of 
activity of the tuberculosis in the mother, the child 
should be taken away and brought up elsewhere 
until the mother’s lesion has become quiescent. The 
strain of nursing the baby is obviously harmful to 
the mother. Rotanp S. Cron, M.D. 
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Heynemann, T.: The Differential Diagnosis Be- 
tween the Kidney of Pregnancy and Chronic 
Nephritis in Pregnancy and Between Eclamp- 
sia and True Uremia (Die Differentialdiagnose 
zwischen Schwangerschaftsniere und chronischer 
Nephritis in der Schwangerschaft und zwischen 
Iklampsie und echter Uraemie). Zentralbl. f. Gy- 
nack., 1925, xlix, 2290. 


The differential diagnosis between eclampsia and 
the true uremia of pregnancy can be made with con- 
siderable certainty. Most important is the repeated 
estimation of the blood urea and indican. An am- 
moniacal odor to the breath and the absence of an 
increase in the specific gravity of the urine when the 
quantity of urine is greatly increased justify the 
diagnosis of true uremia. Uremia is suggested also 
when there is a history of nephritis. 

Pregnancy complicating chronic nephritis often 
gives the picture of a renal affection of pregnancy. 
There is no sure differential sign. The diagnosis of 
the kidney of pregnancy is made too often as this 
condition also may be associated with a high increase 
in the blood pressure, the appearance of erythrocytes 
in the urine, and even with albuminuric retinitis. If 
these symptoms appear in the second half of preg- 
nancy, a diagnosis of the nephritis of pregnancy is 
justified, whereas if they appear in the first months 
of pregnancy the condition must be considered a 
chronic nephritis. Signs such as hypertrophy of the 
left ventricle and albuminuric retinitis are to be 
similarly interpreted. Htess (G). 


Rockwood, R., Mussey, R. D., and Keith, N. M.: 
A Clinical Study of Nephritis in Cases of 
Pregnancy. Surg., Gynec. & Obst., 1926, xlii, 342 


Many of the toxemias of pregnancy are associated 
with nephritis and can be classified as are other types 
of nephritis not necessarily occurring in pregnancy. 
The classification of Volhard and Fahr is used. 

The authors review the course of fifty-seven cases 
during pregnancy and the fate of the mothers and 
infants over a period of three years. They,state that 
both nephritis and toxemia of pregnancy seem to be 
general diseases affecting the cardiorenal vascular 
system as a whole. 

When the toxemia of pregnancy is classified by 
the method which Volhard uses for nephritis, a 
marked difference in the end-results is seen. This 
difference allows the physician to make a more 
accurate prognosis, both as to the mortality among 
the mothers and as to the fate of the child in sub- 
sequent pregnancies. 


Brannan, D., and Cohen, M.: Necrosis of the 
Corpus Luteum of Pregnancy. Surg., Gynec. & 
Obst., 1926, xlii, 228. 

The authors report two cases of necrosis of the 
corpus luteum of pregnancy. The first was that of a 
primipara who suffered from pernicious vomiting 
in the third month of pregnancy. The illness was 
acute and progressive, terminating in death forty- 
four days after its onset. The hyperglycemia and 


glycosuria were doubtless the result of the liberal 
therapeutic use of glucose solution. The acidosis, as 
revealed by the urinalysis, was obviously due to 
starvation. Albuminuria was not marked. 

Besides pulmonary cedema, the postmortem ex- 
amination revealed little of significance, so far as 
the gross findings were concerned. Microscopically, 
the most important lesion was extensive coagulative 
necrosis of the corpus luteum. Certain of the lutein 
cells near the blood vessels were not greatly altered 
and seemed to be somewhat protected by their posi- 
tion. The liver showed fatty changes, but not the 
usual central necrosis. The kidneys presented very 
definite parenchymatous degeneration, but nothing 
especially characteristic. 

In the second case, also, pernicious vomiting oc- 
curred inearly pregnancy. The patient was a multip- 
ara in the third month of gestation. When she 
entered the hospital after two weeks of almost con- 
stant vomiting she had lost weight and showed evi- 
dence of dehydration. 

Jaundice and a high non-protein nitrogen content 
in the blood were unusual features worthy of note. 
The rapid pulse and the fever were apparently termi- 
nal phenomena. The high red and white blood cell 
counts were due, no doubt, to concentration of the 
blood from the loss of fluids. The leucocytosis was 
possibly associated, in part at least, with the acute 
endometritis. The slight hyperglycemia and gly- 
cosuria, as in the first case, are to be attributed to 
the therapeutic use of dextrose. 

With the exception of oedema of the lungs and an 
adenomatous goiter, the autopsy findings were not 
noteworthy. 

The pathological findings in the liver, while not 
extensive, were definite. There was a moderate 
degree of fatty change in the central cells, and in 
occasional lobules one or more necrotic cells were 
observed. The liver was also cedematous. The cause 
of the jaundice remains obscure as the liver damage 
was not sufficient to explain it. 

By far the most marked lesion found was the 
massive necrosis of the corpus luteum. Rather ex- 
tensive liquefaction of the dead lutein cells in this 
case perhaps indicated necrosis of longer duration 
than in the first case. As in the first case, the necro- 
sis represented an uncommon local degeneration. 
No other ovarian tissue was affected in either case, 
but occasional capillaries of each corpus luteum were 
evidently injured slightly. 

These two very similar cases of pernicious vomit- 
ing of pregnancy, both terminating in death, re- 
vealed for the most part a similar diseased condition, 
especially of the corpus luteum. Both presented the 
rather characteristic fatty changes in the liver, but 
in neither was the liver enlarged. Only in the second 
case were there necrotic central liver cells, and these 
were not numerous. Central necrosis of the liver, 
though often observed, is not a constant finding 
in this disease. The frequently found necrosis of the 
renal tubular epithelium was absent in both cases. 
The lesions of the kidneys were not characteristic, 
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being unlike the degenerative changes occurring in 
other acute infectious and toxic diseases. 
Cart H. Davis, M.D. 


Stander, H. J., and Peckham, C. H.: Basal Metab- 
olism in the Toxzmias of Pregnancy. Bul. 
Johns Hopkins Hosp., Balt., 1926, xxxviii, 227. 


The authors have noticed in the latter half of 
pregnancy a definite elevation in the basal metabolic 
rate and a return to normal at about the tenth day 
of the puerperium. The return is gradual and steady. 

In pre-eclamptic toxemia the basal metabolic 
rate is slightly higher than in normal pregnancy. It 
returns to the normal level at about the fifteenth day 
of the puerperium. 

Nephritic toxemia is associated with a basal met- 
abolic rate of about + 33 before delivery. This 
figure is slightly higher than that for the pre-eclamp- 
tic group. In nephritic toxemia the basal rate tends 
to remain elevated for a longer time during the puer- 
perium than it does in period before eclampsia 
occurs. 

The basal metabolic curve for the eclamptic group 
is almost identical with the nephritic curve. 

Basal metabolism determinations are of little aid 
in differentiating between the various types of tox- 
wzmias of late pregnancy. 

In normal pregnancy as well as in the different 
toxwzmias of pregnancy, there is some factor or fac- 
tors resulting in an increase in the basal metabolic 
rate as term is approached, a gradual return to nor- 
mal ensuing during the puerperium. It is probable 
that such a factor or factors may be related to the 
growth of the fetus as well as to a slight increase in 
the activity of the thyroid gland. 

Roranp S. Cron, M.D. 


Allen, W. M.: Interagglutination of Maternal and 
Fetal Blood in the Late Toxzmias of Pregnancy. 
Bull. Johns Hopkins Hosp., Balt., 1926, xxxviii, 217, 


The author states that while the interagglutina- 
tion theory may explain the occurrence of eclampsia 
in pregnancy and its greater frequency in multiple 
pregnancy, a relationship of interagglutination to the 
frequency of eclampsia in primipare and in hydram- 
nios is difficult to visualize and the theory cannot 
possibly explain the occurrence of eclampsia with 
hydatid mole since in the majority of instances of the 
latter abnormality no fetal blood is present. Atten- 
tion is called also to the fact that the fetal red blood 
cells are the important element since the fetal serum 
is generally weak in agglutinins. Although the sera 
of 21 per cent of a series of 479 women agglutinated 
the infant’s corpuscles, the fetal serum never ag- 
glutinated the maternal cells. 

The author studied the iso-agglutination charac- 
teristics of the blood of 375 normal and 104 toxemic 
women and their newly born infants. 

There was no evidence that incompatibility is 
more frequent in toxemic than in normal gestation. 
Incompatibility between the blood of the mother 
and the blood of the infant was present in 20.8 per 





cent of 375 normal pregnancies and 21.1 per cent of 
104 toxemic pregnancies. 

There was no evidence of specific immunization 
of the mother against fetal corpuscles. 

The author believes that the discrepancy between 
the findings of this and previous work is probably 
accounted for by the size of the series studied. With 
a small number of cases the percentage of error and 
likelihood of coincidence are very great. 

The study reported yielded no evidence that the 
late toxemias of pregnancy have their origin in iso- 
agglutination phenomena. Rotanp S. Cron, M.D. 


Irwin, J. C.: The Réle of Caesarean Section in the 
Treatment of Eclampsia. California & West 
Med., 1926, xxiv, 208. 

The author presents data which indicate that, as 
compared with more conservative procedures, casa- 
rean section is an unfavorable procedure in the 
treatment of eclampsia, the mortality rate following 
the operation being relatively high. 

Cesarean section is indicated only in well-ad- 
vaneed pregnancy with no cervical dilatation, in 
cases in which other attempts at delivery have failed, 
and in cases of contracted pelvis. 

The abdominal hysterotomy should be chosen for 
cases at or near term, and the vaginal hysterotomy 
for those of eclampsia before the seventh month of 
gestation. 

The best results so far reported have been obtained 
with the conservative treatment of Dublin and Stro- 
ganoff. The intravenous injection of 20 c.cm. of 10 
per cent magnesium sulphate every four to six hours 
supplemented by the administration of a saline 
cathartic or simple enema is a comparatively new 
procedure but most effective. It is based on the 
theory that the convulsions and restlessness are due 
to ocdema of the brain. The magnesium sulphate, 
acting as a diuretic, removes the adema, and acting 
as a sedative, quiets the restlessness. After its use 
the blood pressure is lowered, the oedema disappears, 
and there is marked improvement in the patient’s 
general condition. 

Since this procedure has been used in the Los 
Angeles General Hospital it has been unnecessary to 
resort to cwsarean section in any case of eclampsia 
treated in that institution. 

Macnus P. Urnes, M.D. 


LABOR AND ITS COMPLICATIONS 


Lankford, B.: The Preparation of the External 
Genitalia for Delivery with lIodine-Alcohol: 
A Report of 100 Cases So Treated, with the 
Bacteriological Results. Am. J. Obst. & Gynec., 
1926, xi, 219. 

In 100 obstetrical cases in which the patient was 
prepared for delivery with iodine-alcohol, swabs were 
taken from the greater and lesser labia and from the 
skin near the vulva. None was taken from directly 
over the anus although that area was included in the 
preparation. Nine positive cultures were obtained. 
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In seven, staphylococci were found; in one, colon 
bacilli and staphylococci; and in one, colon bacilli 
alone. Not one of the patients with a positive culture 
had a febrile temperature, and fever occurred in 
only three of the 100 cases. 

Forty-five of the patients were primipare. Thirty- 
three had one rectal examination, twenty-seven had 
two, fifteen had three, seven had four, two had five, 
three had six, and two had seven. Thirty-eight had 
one vaginal examination in addition to any rectal 
examinations they may have had, seven had two 
vaginal examinations, and one had three. The for- 
ceps were used thirty-eight times. 

The author reviews also 100 obstetrical cases in 
which the patient was prepared for delivery by 
shaving and scrubbing with soap and water followed 
by the application of bichloride of mercury or lysol. 
This group of patients were delivered in the same 
hospital as the others and during the same period 
by a number of attending physicians, the hospital 
being an open one. Fifty-five were primipare. 
Thirty-eight had one vaginal examination, nine had 
two, eight had three, and two had five. Seventeen 
had one rectal examination and five had two. The 
forceps were used in fifteen cases. Lacerations oc- 
curred in forty-three and fever in fourteen. 

E. L. Cornett, M.D. 


Katz, H.: Difficulties in Labor in So-Called Partial 
Retroflexion of the Uterus and Their Manage- 
ment in Cases of A vanced Pregnancy (Ueber 
die Geburtsstoerungen bei sogenannter Retroflexio 
uteri partialis und ihre Behandlung in Faellen weit 
vorgeschrittener Schwangerschaft). Monatsschr. 
f. Geburtsh. u. Gynaek., 1925, 1xx, 147. 

The author applies Wertheim’s term ‘‘partial re- 
troflexion of the uterus” only to cases in which, 
with primary retroflexion of the organ, the entire 
fundus or one horn remains incarcerated in the true 
pelvis. Cases of this type are very few, especially 
in the advanced stage of pregnancy. Katz reports a 
case seen in the First Gynecological Clinic in Vienna. 

The patient was a 36-year-old para-v. In contrast 
to her previous pregnancies, this pregnancy had been 
associated with considerable pain in the lower ab- 
domen, nausea, and vomiting, and she said that the 
child was always low down, never up. When sitting, 
she had the feeling that the contents of her abdomen 
were being drawn downward, and when standing or 
bending she felt asif the child would come out through 
the rectum. She complained of dyspnoea. 

Examination revealed slight cyanosis of the lips 
and marked oedema of the eyelids and legs. The 
urine showed 2 per cent albumin, cylinders, and 
erythrocytes. Albuminuric retinitis was present. On 
external examination nothing abnormal could be 
palpated. The child’s head appeared to lie on the 
right side of the fundus. The buttocks could not be 
made out satisfactorily. On internal examination 
the cervix could not be reached. 

As the fetal heart tones became weaker two days 
after rupture of the membranes, the attempt was 


made to introduce a colpeurynter. This was un- 
successful as it was impossible to introduce the bal- 
loon into the external os above the symphysis pubis 
without force. 

The nature of the condition was revealed when the 
patient was examined under narcosis. As the ex- 
amining finger entered the shortened cervical canal 
through the external os with two fingers dilatation it 
met an obstruction in the region of the posterior 
part of the internal os. This obstruction, a very hard 
transverse spur about 1 1/2cm. high, extended into 
the lumen of the cervical canal. The anterior portion 
of the internal os was soft and dilatable. Over the 
spur the examining finger passed into a deep pouching 
of the posterior wall of the uterus which extended 
down into the posterior vault of the vagina and was 
strongly adherent to the underlying tissues. 

The diagnosis was ‘“‘pouching of the posterior 
uterine wall as the result of adhesions in a primarily 
retroflexed uterus.” 

Because of the occasional failure of the fetal heart 
tones, it was decided to terminate the pregnancy by 
removing the uterus at laparotomy. This decision 
seemed justified also because it appeared that the 
uterus was diseased and unfit for subsequent preg- 
nancies and because the patient had a weak heart 
and already had several living children. In order to 
prevent all danger of peritonitis, the uterus was re- 
moved unopened. A complete recovery resulted in 
the usual length of time. Conrap (G). 


Stone, E. L.: 
Means of the Hydrostatic Balloon. 
Obst. & Gynec., 1926, xi, 314. 


Dilatation of the Cervix Uteri by 
Am. J. 


The best means of artificially dilating the cervix of 
the pregnant uterus has never been established on a 
perfectly satisfactory basis. As a consequence, the 
operation is performed in many different ways and 
has been the subject of considerable controversy. 

The author finds that the hydrostatic bag is 
applicable to the greatest number of case types, 
serves well in complications of pregnancy after the 
fourth month, most accurately simulates the physio- 
logical mechanics, and best assures the welfare of the 
mother and child. E. L. Cornett, M.D. 


Kellogg, F. S.: The Treatment of Placenta Previa 
Based on a Study of 303 Consecutive Cases at 
the Boston Lying-In Hospital. Am. J. Obst. & 
Gynec., 1926, Xi, 194. 

From a study of 303 consecutive cases of placenta 
previa the author draws the following conclusions: 

All cases of central and partial placenta pravia 
are best treated by low abdominal cesarean section, 
whether the baby is viable or non-viable, living or 
dead. 

Marginal placenta previa is best treated by Voor- 
hees bag induction. 

In the cases of moribund or very sick patients with 
placenta previa rest should be given; bleeding should 
be controlled by whatever methods necessary, in- 
cluding tight packing of the cervix and vagina and 
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pressure over and above the fundus; a transfusion 
should be given; operation should be performed when 
the pulse rate and pressure have reacted; and another 
transfusion should be given postoperatively. An 
effort should always be made to determine as nearly 
as possible how much blood has been lost in order 
that the same amount may be replaced. A direct 
transfusion is probably better than the transfusion 
of citrated blood if time, apparatus, and knowledge 
of the technique permit. Otherwise a simple citrate 
transfusion should be given immediately, since un- 
questionably a quick, well-done citrate transfusion 
is superior to a poor direct transfusion. 

The author believes that in many cases a hysterec- 
tomy should be performed following section. The 
advisability of this operation depends upon the risk 
of sepsis as indicated by the history, the occurrence 
of persistent bleeding after the section, and the 
patient’s number of dependent children. If the 
woman has several dependent children and it appears 
that a hysterectomy would improve her chances of 
health, the operation should be done. 

Potak, in the discussion of this report, stated that 
partial placenta previa has been treated with suc- 
cess by waiting and vaginal packing, the mortality 
in such cases being reduced far below that in cases 
treated by the introduction of a bag or bipolar 
version. When there is an area of bleeding uterus 
alongside the placenta, control of the bleeding follows 
rupture of the membranes and firm packing and 
delivery will occur spontaneously. Polak agreed 
with Kellogg in regard to casarean section in cases 
of central placenta praevia in which the amount of 
blood lost has not been great, the patient is in good 
condition, and the condition of the cervix is good. 

Porter called attention to the fact that to in- 
crease the blood pressure by a transfusion before 
closing the opening through which the blood is lost 
is usually a dangerous procedure. 

Ik. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Colebrook, L. and Fry, R. M.: Some Laboratory 
Investigations in Connection with Puerperal 
Fever. Proc. Roy. Soc. Med., Lond., 1926, xix, Sect. 
Obst. & Gynece., 31. 


Streptococcus hemolyticus is the causative factor 
in the majority of septicamias and also predominates 
in localized puerperal infections. In non-septicamic 
febrile cases an almost pure culture of this organism 
is obtained from the cervical canal. The organisms 
most frequently found in the very mild cases are 
diphtheroid bacilli and staphylococci. 

The presence of a distinct streptococcus of puer- 
peral fever has not yet been demonstrated. With 
regard to the possibility that puerperal infection 
may have its source in the vagina or rectum the 
authors state that the streptococcus hemolyticus can 
rarely be cultivated from the rectum of normal 
women and does not occur in the vagina. Its oc- 
currence is most common in the upper respiratory 


tract. The non-hemolytic streptococcus is easily 
killed by leucocytes and therefore gives rise to little 
trouble. 

Because of the presence of a leucocytosis, the re- 
sistance of women in and just after labor tends to be 
higher than that of healthy adults generally. This 
leucocytosis protects against infection in the most 
dangerous period, i.e., the first six hours after labor. 
Therefore, in suspected cases of puerperal infection, 
a leucocyte count should be made immediately after 
labor, and if it is below 12,000, a leucocytosis should 
be induced by an injection of nuclein. 

The factors which determine whether an infection 
will remain localized to the pelvis or develop into a 
blood infection are: (1) the virulence of the infecting 
streptococcus upon human blood and the human 
organisms; (2) the magnitude of the infection and the 
local condition at the site of infection; and (3) the 
patient’s resistance. 

Puerperal septicaemia may be regarded as a disease 
of leucocytes. Knowledge of the number of bacteria 
per cubic centimeter of blood is necessary to deter- 
mine the treatment to be adopted and to judge as to 
the prognosis: 

As treatment the authors advocate injection into 
the uterus of glycerine, hypertonic salt solution, or 
Dakin’s solution for the establishment of a continu- 
ous flow through the infected tissues to prevent the 
stagnation of serous and tissue fluids. They recom- 
mend also blood transfusion and the use of arsenical 
drugs of the neosalvarsan type. 

Macnus P. Urnes, M.D. 


Phillips, H. J.: The Treatment of Puerperal In- 
fection by Intra-Uterine Injections of Glycer- 
ine. Proc. Roy. Soc. Med., Lond., 1926, xix, Sect. 
Obst. & Gynezc., 26. 


A lacerated cervix with an actively suppurating 
vagina teeming with micro-organisms may easily 
infect the uterine wall or the endometrium. 

The spread of an acute local infection may be 
prevented by promoting a flow of lymph through the 
uterine wall into the uterine cavity. 

Very satisfactory results have been obtained with 
glycerine, which is a powerful tissue dehydrant, re- 
mains in contact with the tissues for a considerable 
time because of its viscidity, and can be delivered 
slowly and evenly over the interior surfaces of the 
uterus. 

Gynecological preparation is given with attention 
to individual lesions and cleansing of the cervix and 
cervical canal. A 10-c.c.m. syringe to which a No. 6 
soft rubber terminal-eyed catheter is attached is filled 
with pure glycerine. The catheter is pushed up to 
the fundus and the glycerine slowly injected. Sterile 
gauze is tied to the free end of the catheter which is 
pushed into the vagina, the gauze protruding beyond 
the vulva. After six hours the catheter may be 
removed by traction on the gauze. 

This injection treatment is given once or twice 
daily and repeated until all signs of active inflamma- 
tion have subsided. 
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The author obtained good results with the method 
in every one of the 130 cases in which he has used it. 
The administration of novarsenobillon in large doses 
also proved beneficial, and in the cases of patients 
who had had severe haemorrhage the use of immuno- 
transfusion was of aid in the treatment. 

Macnus P. Urnes, M.D. 


NEWBORN 


Friedman, E., and Chamberlain, R. S.: Phrenic 
Nerve Injury in the Newborn. J. Am. M. Ass., 
1926, Ixxxvi, 934. 


Any serious injury to the upper cord of the brach- 
ial plexus involves the filaments of the phrenic nerve 
and may result in permanent paralysis. If both 
phrenic nerves are injured the prognosis is poor. In 
mild cases the return of function is usually complete 
in several months. 


Phrenic nerve paralysis is probably not rare as a 
birth injury, and should be excluded in every case of 
brachial palsy, cyanosis, irregular, labored or acceler- 
ated respiration, unilateral diminution of breath 
sounds with or without moisture, or serious digestive 
difficulties. Roentgen-ray examination is the only 
means by which a definite diagnosis can be made in 
these cases. 

Birth injuries can be materially reduced by re- 
fraining from injudicious intervention in labor, and 
taking greater care in the application of necessary 
instruments. 

In the treatment of phrenic nerve injury the co- 
operation of an orthopedic surgeon and the use of 
suitable appliances, massage, and electricity are 
beneficial. Cardiac and respiratory stimulants may 
be indicated, nourishment must be maintained, and 
the patient must be guarded against infections. 

Macnus P. Urnes, M.D. 











GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Wesson, M. B.: The Treatment of Traumatic 
Rupture of the Kidney. Ann. Surg., 1926, |xxxiii, 
240. 

Of all internal catastrophies, rupture of the kidney 
treated by modern methods has the best prospect for 
complete recovery. Subcutaneous ruptures of the 
kidney heal without operation and with a loss of 
only about 50 per cent of renal function. 

Before a nephrectomy is done, the condition of the 
other kidney should be determined. 

Catheterization of the bladder is to be avoided when 
possible because of the danger of infection. 

Death never occurs from hematuria per se, but 
blood clots in the bladder offer an ideal culture 
medium for a fatal catheter infection. 

A ruptured kidney is a useful organ even though 
its function is somewhat impaired by the cicatricial 
bands strangulating some of the parenchymatous 
elements. If such a kidney is saved, it will be able 
to do all of the work in case the other kidney is 
destroyed subsequently. 

There is no pain in a case of healed ruptured kidney 
if the,organ is in its proper location and does not 
move with a change of the patient’s position, if the 
pelvis is not distorted, and if the urine contains no 
casts, pus, or organisms. 

Hematuria is not an indication for operation. It 
merely is a sign of the injury and the hematoma is the 
measure of the lesion. Elevation of the temperature 
may be due to the absorption of blood instead of 
infection. 

When there is severe haemorrhage indicated by a 
falling blood pressure, a rising pulse rate, decreasing 
hemoglobin, and an unsatisfactory general condition, 
the kidney should be exposed. 

A primary nephrectomy should be done only 
when the renal pedicle is torn. The routine primary 
operative procedure should be conservative surgery 
consisting in the use of tampons or suturing. 

The operative treatment of rupture of the kidney 
should be secondary to treatment of the shock as- 
sociated with the injury. 

The author reports the following five cases of cured 
rupture of the kidney: 

Case 1. Persistent board-like rigidity of the left 
side of the abdominal wall accompanied by hama- 
turia. Cured by expectant treatment. 

Case 2. Walled-off urinary extravasation in a 
child which was manifested two months after the 
rupture of the kidney. Treated by incision and 
drainage of the sac. 

Case 3. Walled-off urinary extravasation in an 
adult operated upon two months after the injury 
because of fever, leucocytosis, and tumor. Treated 
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by incision and drainage with a loss of only 50 
per cent of renal function. 

Case 4. Subcapsular rupture of the kidney treated 
expectantly with a loss of 50 per cent of renal 
function. 

Case 5. Rupture of an infected kidney containing 
stones with the formation of an external fistula that 
discharged pus but no urine. Injection of the fistula 
made possible a pyelogram and ureterogram. Neph- 
rectomy was done. 


Herman, L.: Pyelography in Renal Diagnosis. Ann. 
Surg., 1926, Ixxxiii, 227. 

Pyelography permits a practical pictorial classifi- 
cation of deformities of the renal pelvis into groups 
more or less characteristic of the underlying patholog- 
ical changes. In the interpretation of unusual pye- 
lograms we are handicapped merely by inexperience. 
Hence the importance of recording the extremely 
bizarre in pelvic outline. Familiarity with pelvic 
deformities due to congenital anomalies or surgical 
diseases is of material aid in the proper evaluation of 
data obtained by studies of renal function, clinical 
symptoms, and physical signs. 

The fluoroscopic method is of value for cases in 
which it is desirable to observe the range of mobil- 
ity of the injected pelvis and of advantage in the 
diagnosis of movable kidney and the differentiation 
of a renal from an extrarenal mass. 

That both the fluoroscopic and plate method may 
sometimes lead to error is shown by a case in which 
the diagnosis of hypernephroma was made and op- 
eration disclosed a congenital polycystic kidney. The 
pyelogram made in this case is reproduced. 

Before the pyelographic medium is injected the 
capacity of the renal pelvis should be determined by 
the injection of salt solution. This having been done, 
the injections for pyelography can be made pain- 
lessly and with greater safety by the syringe method 
than by the gravity method. 

A pyelogram is reproduced which shows the in- 
jected medium widely disseminated within the uri- 
niferous tubules. Operation in this case disclosed two 
intracortical abscesses. The pyelographic medium 
entered the tubules by direct extension rather than by 
the pyelovenous backflow which has been described 
by Hinman. 

With the extended use of pyelography the data 
thereby acquired becomes of value not only for 
diagnosis but also for the demonstration of surgical 
problems such as ureteral kinks, urinary stasis, and 
renal calculus. Pyelograms showing such conditions 
are reproduced. Other interesting pyelograms show 
an infected renal sarcoma, an enormous solitary cyst 
of the kidney, and a malignant papilloma of the renal 
pelvis. H. A. Fowter, M.D. 
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Willan, R. J.: A Clinical Lecture on Diagnosis by 
Pyelography. Brit. M.J., 1926, i, 409. 

Pyelograms are best made with the patient on the 
table on which the catheterization is done. A pyelo- 
gram should never be made with the patient under 
general antsthesia. A 13.5 per cent solution of 
sodium iodide is used as the contrast medium. 

Following a review of the normal anatomy of the 
kidney, Willan describes the pathological changes 
which cause an alteration in the pyelogram. 

Normally, the calyces are grouped into three main 
divisions, the upper, the middle, and the lower, and 
the solid medullary cone projects into the pelvic 
calyx. The club-shaped outer end of the calyx is 
indented by the medullary cone. 

In pyelonephritis, there is absorption of the renal 
pyramid resulting in a knob-like calyx in the pyelo- 
gram. This is especially marked in hydronephrosis. 

Cases of nephroptosis which show a cupping of 
the calyces in the pyelogram should be treated meai- 
cally as in such cases there is no back pressure. In 
cases showing a knobbing of the calyces, an obstruc- 
tion is present and nephropexy may be found 
necessary. 

In congenital cystic kidneys the pyelogram reveals 
marked enlargement of both the renal pelvis and the 
calyces. 

In tuberculosis of the kidney an abscess is usually 
formed and may rupture into a calyx. The contrast 
substance injected into the kidney pelvis gains en- 
trance to the abscess cavity, producing a shadow 
some distance from that caused by the pelvis and 
calyces. 

A hypernephroma invading one or the other pole 
obliterates the calyces at that pole. 

A diagnosis of essential hematuria is justified when 
the urine contains blood but no pus or casts and the 
blood pressure, bladder, and pyelogram are normal. 

The author reports seven cases, supplementing the 
histories with pyelograms. ALton OcusNer, M.D. 


Hinman, F., and Morison, D. M.: Experimental 
Hydronephrosis; Arterial Changes in the Pro- 
gressive Hydronephrosis of Rabbits with Com- 
plete Ureteral Obstruction. Surg., Gynec. & 
Obst., 1926, xlii, 209. 

In experiments performed by the authors on 
rabbits the left ureter was double ligated and divided 
and the animals were killed after from seven to sev- 
enty days. Two animals were killed at a time. In one, 
only an arterial injection was made, and in the 
other the arterial injection was combined with injec- 
tion of both ureters. 

The first injection fluid used consisted of four 
parts of celloidin solution to 1co parts of acetone, 
deeply tinted with alkanin. This solution was in- 
jected at a pressure of 600 mm. Hg. After mainte- 
nance of the pressure for ten minutes a twenty-part 
celloidin solution was substituted and the pressure 
then kept between 400 and 500 mm. Hg. for fully 
twelve hours. During the entire process of injection 
the specimen was kept immersed in water. 


When it was desired to obtain pelvic and arterial 
casts, the ureters were injected with a twenty-part 
colorless solution of celloidin at a pressure of about 
80 mm. Hg. 

To ensure complete setting of the celluloid injec- 
tion mass the specimen was kept under water for 
fully twenty-four hours, positive pressure being kept 
up at the points of injection. At the end of that 
time, the specimen was carefully skinned and cor- 
roded in pure hydrochloric acid. After corrosion for 
from twenty-four to forty-eight hours, the celluloid 
casts were washed free from the digested tissues with 
a stream of water. 

These studies showed that the arterial circulation 
of the rabbit’s kidney is distributed in two different 
planes within the parenchyma in relation to the 
pelvis of the kidney. The main subdivisions of the 
renal artery pass around circumferentially, whereas 
the finer branches are distributed radially to the 
cavity of the pelvis. 

With the production of hydronephrosis the arterial 
circulation undergoes two phases of alteration. The 
first phase, which occurs at the onset, is relatively 
short and appears to be due, for the most part, to a 
purely mechanical interference. In the second phase, 
which soon supervenes, there is, in addition to the 
mechanical interference but consequent upon it, a 
reduction of circulatory function which accelerates 
the development of hydronephrosis until complete 
atrophy results. 

When ureteral obstruction occurs, the renal pelvis 
dilates and this dilatation produces progressive 
compression of the enveloping parenchyma. Since 
the finer arterial branches traverse the parenchyma 
in a direction radial to the cavity of the pelvis, they 
are subjected very early to compression in their 
long axes and consequently become tortuous and 
foreshortened. 

On continued obstruction, the organ increases in 
circumference. Consequently all structures pursuing 
a circumferential course through the parenchyma 
are subjected to a process of stretching or lengthen- 
ing. Since the arteries are elastic tubes, they become 
attenuated and their lumina become smaller. There 
is then a reduction in the blood supply leading to 
ischemia, loss of tissue tone, and progressive atro- 
phy. Harry W. Praccemeyer, M.D. 


Hinman, F., and Vecki, M.: Pyelovenous Back 
Flow; The Fate of Phenolsulphonephthalein in 
a Normal Renal Pelvis with the Ureter Tied. 
J. Urol., 1926, xv, 267. 

The authors state that under gradually increasing 
pressure in the renal pelvis a back flow of the pelvic 
contents into the renal vein occurs and the back 
pressure producing it is less than the excretory pres- 
sure. When this has once been established, it will 
continue under lower pressure. 

In experiments on rabbits, 2 c.cm. of phenol- 
sulphonephthalein was injected very slowly into the 
renal pelvis and the ureter was ligated. Three of 
these animals were sacrificed after twenty-four hours, 
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three after forty-eight hours, two after ninety-six 
hours, and three after one hundred and sixty-eight 
hours. 

In each group the bladder was catheterized at the 
end of twenty-four and forty-eight hours and the 
amount of dye estimated. The animals were then 
killed and the dye remaining in the pelvis was esti- 
mated. It was found that practically all of the dye 
disappeared from the pelvis within four days and 
that very little was left after two days. These find- 
ings indicate that an active flow of dye occurred 
through the completely tied off renal pelvis. 

In conclusion the authors state that the content of 
a closed hydronephrosis is neither cumulative nor 
stagnant, but undergoes a continuous change, fresh 
material being secreted by the kidney and the excess 
being removed by an active re-absorption which 
occurs mainly through pyelovenous back flow. 

J. SypnEy Ritter, M.D. 


Bird, C. E., and Moise, T. S.: Pyelovenous Back 
Flow. J. Am. M. Ass., 1926, Ixxxvi, 651. 


The authors have repeated in a modified manner 
the experiments of Hinman and Lee-Brown relative 
to pyelovenous back flow. Their results show that, 
in the dog’s kidney, under conditions of gradually 
increasing intrapelvic pressure ranging from 10 to 
1oo mm. Hg., aqueous solutions and suspensions of 
India ink in physiological sodium chloride solution 
pass readily from the renal pelvis into the collecting 
tubules through the convoluted tubules and the loops 
of Henle into Bowman’s capsules. 

Hinman and Lee-Brown state that injection of 
the deeper renal tubules is impossible by way of the 
ureter, even when a pressure approximating 400 mm. 
Hg. is used. The phenomenon which they designate 
as “pyelovenous back flow” they believe occurs 
under conditions of moderately increased intra- 
pelvic pressure both in the living and in the recently 
removed kidneys of sheep, rabbits, and dogs. The 
authors think it more likely that if a back flow of 
pelvic contents occurs, the ruptures allowing the flow 
take place in the areas of apposition of the small 
tubules of Henle’s loops and the convoluted tubules 
with the large straight and arcuate veins. Their ex- 
periments do not support the conception of a true 
pyelovenous back flow. Joun G. CuererHam, M.D. 


Schwartz, J.: 
Report of Six Cases. 
XXVi, 231. 


Polycystic Disease of the Kidneys— 
N. York State J. M., 1926, 


Schwartz defines polycystic disease of the kidneys 
as a congenital malformation in which generally both 
kidneys show a conglomeration of cysts separated by 
fibrous septa. The condition was found sixteen times 
in 10,000 autopsies and ten times in 2,429 autopsies. 
Of the author’s six cases, five were those of females, 
and in only three was the diagnosis established 
clinically. One of the patients, a fully developed in- 
fant born at full term, died an hour after birth. This 
child had a large abdomen with a tumor the size of 
an orange in each flank. Its mother had had two 


other children, one of which died from the same 
condition. 

The author’s second case was that of a woman 67 
years of age who had been treated two years pre- 
viously for nephritis and died of uremic coma two 
days after her admission to the hospital. At autopsy, 
two large polycystic kidneys were found. 

The third case was that of a woman 47 years of age 
who complained of fever and chills. Examination re- 
vealed two irregular masses the size of oranges, 
which corresponded to the kidneys. The urine con- 
tained albumin, hyaline and granular casts, pus, and 
blood. Puncture of the cysts was followed by re- 
covery, but the patient died six months later of 
uremia. 

Case 4 was that of a man 61 years old who had a 
large mass in the right side of the abdomen, extend- 
ing from the ribs to the iliac crest. The urine con- 
tained no casts or blood, but showed a 1.1 per cent 
sugar content. At exploratory operation, both 
kidneys were found to be polycystic. The patient 
died a few hours later from gas bacillus infection, but 
no organisms were found by culture. 

Case 5 wads that of a woman 44 years of age who 
complained of pain in the lumbar region, headache, 
nausea, vomiting, fever, and a tumor mass on each 
side corresponding to the kidney. The urine con- 
tained albumin, casts, blood, and pus. The patient 
died three weeks after her admission to the hospital. 

The sixth case was that of a 46-year-old woman 
with headache, nausea, and multiple abscesses, fever, 
and two large tumors in the abdomen. The urine 
showed no casts. The patient died of uremia one 
week after her admission to the hospital. Autopsy 
revealed two large cystic kidneys. 

Polycystic disease of the kidneys has been attrib- 
uted to neoplasms and retention, but the theory 
that it is a congenital condition has been most gen- 
erally accepted. It has two stages, tumor and nephri- 
tis. 

Bilateral tumors corresponding to the kidneys, 
hypertension, and signs of nephritis are pathogno- 
monic. ‘The diagnosis may be confirmed by means 
of a pyelogram. 

The prognosis is grave. After the appearance of 
kidney insufficiency the decline is rapid. If there 
are no symptoms the patient should have good care 
but should be let alone. 

BENJAMIN F. Roiier, M.D. 


Kilbane, E. F.: Renal Sepsis Associated with Manic 
Depressive Insanity. Am. J. M. Sc., 1926, clxxi, 
433- 

In reporting a case of renal sepsis associated with 
manic depressive insanity, Kilbane emphasizes the 
importance in all cases of mental disturbance of a 
complete physical examination for the discovery of 
some focus of infection or disease which might be re- 
sponsible for the mental condition. 

There is no doubt that in the author’s case the 
mental disturbance was due directly to the renal 
sepsis, for after the removal of the diseased kidney 
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the manic depressive insanity which had been pres- 
ent for over nine months cleared up entirely in nine 
days. J. SypNey Ritter, M.D. 


Medlar, E. M.: Renal Tuberculosis: Clinical and 
Experimental. Wisconsin M.J., 1926, xxv, 59. 


Medlar believes that renal tuberculosis as seen by 
the practicing physician is a very late stage of the 
condition. He studied twenty-six cases in the early 
stages before extensive destruction had occurred 
and at the same time made a careful search for 
healed lesions. In all but one of the cases, pulmo- 
nary lesions were found at autopsy. As it was im- 
possible to section the entire kidney, the specimens 
were cut in strips about 2 mm. thick and any gross 
lesions found in these strips were sectioned serially. 
When possible, both kidneys were studied, but in the 
majority of the cases only one kidney was obtainable 
for study. 

Medlar states that tuberculous lesions of the 
kidney are extremely common in long-standing pul- 
monary tuberculosis. ‘Tubercle bacilli are brought 
to the kidney through the blood stream. In eight 
of ten cases in which both kidneys could be studied 
the lesions were bilateral. In the author’s opinion, 
tuberculous infection of the kidney is simply a part 
of the picture of a hematogenous distribution of 
tubercle bacilli. 

Renal tuberculosis may be present without any 
clinical manifestation and without the presence of 
tubercle bacilli in the urine. In two of the cases 
studied there was apparently no macroscopic renal 
lesion, but Medlar believes that if it had been pos- 
sible to make serial sections of the entire kidney, 
tiny lesions would have been found. 

Six of the cases studied showed scars in the kidney, 
without any active tuberculous lesion and twelve 
showed scars with definite tuberculous lesions. Such 
scars do not indicate the nature of the pathological 
process that preceded them; they are the result of 
a reparative process. It is impossible to find tubercle 
bacilli or any infectious agents within their bounda- 
ries. Their interpretation depends largely upon an 
understanding of the pathogenesis of the various in- 
fectious and noninfectious renal lesions in which the 
phenomena of inflammation and repair play a part. 
Medlar was careful to rule out lesions which might 
have been caused by arterioscierotic or other vas- 
cular conditions. 

Some of the scars studied showed moderate lym- 
phocytic infiltration. In others there were areas of 
more or less compact old fibrous tissue. In two cases 
there were bits of old caseous material, and in an- 
other case a walled-off caseous area was found. In 
no instance was it possible to demonstrate tubercle 
bacilli in the lesions or an active inflammatory 
reaction. 

In Medlar’s opinion, the difference in appearance 
depends upon the age of the reparative process and 
whether or not caseation had occurred in the original 
lesion. A point proving that the scars are healed 
tuberculous lesions is the simultaneous presence in 


the same kidney of scars and definite tuberculous 
lesions. In cases of long-standing pulmonary tuber- 
culosis, tubercle-bacilli bacteraemia occurs at inter- 
vals. This would cause lesions of different ages in 
the kidneys. 

Medlar noticed considerable variation in the cyto- 
logical reaction of the tuberculous lesions. This de- 
pends wholly upon the number of tubercle bacilli in 
the lesion. When a large number of tubercle bacilli 
were found, the lesion resembled an abscess more 
than a tubercle since polymorphonuclear leucocytes 
predominated. From the cellular reaction Medlar 
can predict with a fair degree of accuracy the ease 
with which tubercle bacilli can be found. 

The acute type of lesion is the one in which casea- 
tion and ulceration are likely to occur at a later date. 
Such lesions, which are very small, have been ob- 
served in the glomeruli and in the tissue between 
the tubercles, both in the cortex and in the medullary 
zone. Frequently they show erosion into the adjoin- 
ing tubercles with inflammatory exudate and tuber- 
cle bacilli within the lumen of the tubercle. From 
this fact Medlar concludes that tubercle bacilli 
may be found in the urine in cases in which only 
miliary tubercles are present in the kidney. When 
the tubercle bacilli are few and the conditions are 
unfavorable for tubercle multiplication, the typical 
tubercle is found. This does not go on to caseation, 
but shows definite evidence of a reparative process. 
Eventually this type of lesion develops fibrous tissue, 
and occasionally it is identified as the lesion of 
tuberculosis by the presence of a giant cell. 

From his studies Medlar draws the following con- 
clusions: 

1. Tuberculosis of the kidney is very common in 
cases of advanced pulmonary tuberculosis. 

2. The infection is blood-borne, and bilateral in- 
volvement is undoubtedly the rule. 

3. Many cases of renal tuberculosis do not give 
clinical symptoms pointing to such bilateral in- 
volvement. 

4. Sufficient evidence is at hand to warrant the 
assertion that tuberculous lesions of the kidney may 
heal. 

5. The mode of infection and the distribution of 
the lesions in the kidney of the guinea pig and the 
human kidney are similar. As the essential organic 
structure of the kidney in man and the guinea pig is 
the same, it seems logical to assume that, in clinical 
cases, also, the presence of tubercle bacilli in the 
urine is positive proof of the presence of ulcerative 
tuberculous lesions in the kidney. 


In conclusion Medlar states that nephrectomy ~ 


should be advised only when there is considerable 
destruction of the kidney; when tubercle bacilli are 
found in the urine from that kidney at repeated 
examinations made at considerable intervals of time; 
when tubercle bacilli are not found in the urine of 
the opposite kidney at repeated examinations; and 
when proper medical treatment has failed to cause 
the desired improvement. 
GiLBErT J. THomas, M.D. 
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Keydel, K.: The Diagnosis and Differential Diag- 
nosis of Kidney and Ureteral Stone (Nierenure- 
tersteine hinsichtlich ihrer Diagnose und Differen- 
tialdiagnose). Verhandl. d. deutsch. Gesellsch. f. Urol. 
1925, P- 94. 

The author has observed cases of repeated renal 
colic in which it was impossible to demonstrate one 
of the usual causes. The microscopic examination of 
the urine was variable, sometimes showing a sediment 
of uric acid crystals, sometimes a stronger sediment 
of amorphous earthy phosphates, and occasionally 
red corpuscles. In two of such cases which came 
to operation definite contraction waves were noted 
in the exposed kidney pelvis, but no stone or other 
abnormality was found. 

Keydel concludes that in cases of this type the 
colic is due to chemical irritation of the kidney pel- 
vis, especially of the ureter, by an excess of gravel. 
He briefly states the signs that are of aid in the 
diagnosis. True contracted kidney is not infrequent- 
ly associated with phenomena suggesting stone. 
Pain may be caused by a stone left in the ureter after 
nephrectomy. 

The article contains brief case histories. 

Von HorrMan (Z). 


Hinman, F.: The Indication of Nephrostomy Pre- 
liminary to Ureterorectoneostomy. J. Am. M. 
Ass., 1926, Ixxxvi, 921. 

The author discusses the various conditions in 
which ureteral transplantation is indicated, such as 
exstrophy of the bladder, cancer of the bladder or 
neighboring organs with extension to the bladder in 
which cystectomy is necessary, accidental ligation of, 
or injuries to, the lower end of the ureter, and tuber- 
culosis of the bladder. It has been found that in 
cases in which there is extensive tuberculous involve- 
ment of the bladder before the tuberculous kidney is 
removed, the remaining kidney, although not tuber- 
culous, may develop a progressive hydronephrosis 
from obstruction due to the contracture and fibrosis 
of the badly infected bladder. 

The author believes that the best part of the gut 
for transplantation of the ureters is the rectum, but 
points out that the unfortunate feature in any ure- 
teral transplantation is that it prevents the surgeon 
from subsequently treating the kidney or ureter on 
that side by urological methods. Regarding neph- 
rostomy as a preparatory measure to ureteral 
transplantation, he states that such a procedure 
would be logical in those desperate cases in which, 
although the patient may die after the ureteral 
transplantation, he will most certainly die if the 
ureter is not transplanted. He says, ‘‘The lumbar 
drainage leaves an avenue of direct treatment and 
free outlet for the urine from the kidney. As a 
matter of fact, one could now do as he wished with 
the lower end of the ureter. Such nephrostomy 
drainage would do away with the danger of early 
ascending infection and of obstruction from the early 
oedema during the time of healing, thus obviating 
the need of tubes and their dangers. 


“Through such a nephrostomy opening after 
ureteral transplantation the lower ureter can be 
flushed from above in the natural direction, and, if 
necessary, its lower end gradually dilated by the 
passage of catheters through the nephrostomy open- 
ing. In this treatment, of course, catheters should be 
drawn on through the rectum, and not back by way 
of the nephrostomy opening.”’ 

The author has used preliminary nephrostomy 
successfully in two cases of advanced tuberculosis of 
the bladder. He does not believe it is indicated in all 
cases in which ureteral transplantation is necessary, 
but states that, especially when only one kidney 
remains and the ureter is hypertrophied and dilated, 
it will prove a safeguard that will materially lower 
the immediate mortality of the procedure and greatly 
promote its ultimate success. 

Henry L. SAnForp, M.D. 


BLADDER, URETHRA, AND PENIS 


Rose, D. K.: Stages in the Formation of Bladder 
Diverticulum. South. M.J., 1926, xix, 206. 


As the result of a clinical and histological study of 
bladder diverticula the author concludes that all 
diverticula are congenital to the extent that an un- 
protected or direct loose fibrous tissue pathway 
must be present in the bladder wall before a hernia- 
tion can result. The time of life at which diverticula 
occur is determined by two factors: the area in the 
bladder wall that is unprotected by criss-crossing 
muscle bundles, and intracystic pressure. Thus, the 
formation of diverticula in childhood is dependent 
chiefly upon the presence of large, unprotected areas 
in the bladder wall, while the formation of diverti- 
cula in old age is due chiefly to increased intracystic 
pressure, the unprotected areas being smaller. The 
relative absence of muscle in diverticula suggests 
herniation. When muscle is found, it is usually a 
stray muscle bundle which, due to fixation by infec- 
tion or the accidental location of bundles, has not 
slipped down to the base of the dissecting cellule. 
The usual location of diverticula coincides with the 
most probable theoretical location. The difference 
in fixation at the trigone of the male bladder as com- 
pared with the female bladder is an important factor 
explaining the relatively greater occurrence of 
diverticula in the male. 

In one of the author’s cases the development of 
the diverticulum could be plainly seen through the 
cystoscope merely by increasing the intracystic 
pressure. Early removal of any type of bladder ob- 
struction is especially indicated if a predisposition to 
diverticulum formation is suggested by the presence 
of one of its early stages, such as a ballooning cellule. 

Joun G. Cueetuam, M.D. 


Hirsch, E. W.: Urethral Mucosa and Glands; An 
Anatomical and Histological Study. J. Urol., 
1920, XV, 293. 

While perhaps a hundred articles are written each 
year on the treatment of gonorrhoea in the male, 
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and while potent drugs are available for such treat- 
ment, it still requires a considerable amount of 
time to kill the gonococcus when it inhabits the 
urethra. One of the most important reasons for this 
is that the organism grows best under slightly an- 
aerobic conditions and therefore finds within the ure- 
thral glands and lacune an ideal site for multiplica- 
tion. 

In a review of available textbooks on anatomy, 
histology, venerology, and urology in English, 
French, German, and Latin, the author found widely 
diverse descriptions of the glands and lacune. Few 
investigators have studied the urethra, and many 
urologists have accepted earlier writings on the 
assumption that they represented original work. 
Shaffer’s Lehrbuch der Histologie contains an illus- 
tration of the urethral mucosa taken from a text 
printed in 1856. 

The author’s anatomical and histological study 
reported in this article was made on urethra ob- 
tained from four to twenty-four hours after death 
and opened down the ventral surface with the 
scissors. The number, position, and size of the la- 
cune were noted. Sections 1 cm. thick were then made 
of the entire urethra. Two urethra were not opened 
but were sectioned throughout their length perpen- 
dicularly to the long axis so that the arrangement 
of the glands on the walls of the urethra could be 
studied. 

Galen described the urethra rather vaguely or 
perhaps crudely. De Graaf in 1668 mentioned a 
secretion in the normal urethra. This fluid was next 
mentioned by Littré who described the mucous 
glands called “Littré’s glands” or ‘‘glandule ure- 
thrales.””, In 1706 Morgagni described the depres- 
sions on the upper wall of the urethra known as the 
‘crypts of Morgagni”’ or “‘lucunz urethrales.”’ 

The urethral glands extend posteriorly from the 
posterior border of the fossa navicularis. The diam- 
eter of the average follicular duct varies from 0.03 to 
‘0.06 mm. The average diameter of the gland body 
varies from 0.03 to0.07 mm. The average depth is 
from 0.05 too.1 mm. The average submucous gland 
is from 0.3 to 0.5 mm. deep and the duct of a sub- 
mucous gland enters the urethra at a right or an 
oblique angle, while the body of the gland bends at 
an oblique angle to the duct and is directed bladder- 
ward. 

Urethral glands are found in the membranous and 
anterior urethra, but have not been proved to exist 
in the prostatic urethra. 

The lacune urethrales of Morgagni are visible 
depressions in the upper wall of the urethra, begin- 
ning from 4 to 6 cm. from the meatus and extending 
posteriorly for about three-fifths of the length of the 
urethra, at times almost to the membranous urethra. 
While they are frequently described as a single row, 
the author’s study shows them to be variously 
arranged and their number to vary from four to 
sixteen. At the mouth they measure from 2 to 3 by 
o.5tormm. Their average length is from 3 toromm., 
and their average diameter fromo.5 tormm. They 


have no glandular function and they are not con- 
nected with the urethral glands. They are directed 
backward and end as blind sacs. 

Urethral glands and lacune are most important 
structures for, being directly connected with the 
urethra, they are involved in almost every case of 
gonorrhceal urethritis. The urethral glands are not 
connected with lacune. The glands secrete a small 
amount of mucus which protects the urethral wall 
from the acidity of the urine and during erection 
facilitates the passage of semen. 

More progress will be made in the treatment of 
gonorrhoea when further studies are made of the 
structure of the urethra and the pathology of the 
glands, lacune, and mucosa. 

CrLaupe D. Hotmes, M.D. 


GENITAL ORGANS 


Reinle, G. G.: Prostatic Obstruction. California & 
West. Med., 1926, xxiv, 324. 

Reinle says that the mortality resulting from pros- 
tatectomy is 25 per cent for some surgeons, 15 per 
cent for all surgeons, and 3 per cent for surgeons 
employing all known precautions and safeguards. 

In every case of difficult urination the abdomen 
should be palpated for distention of the bladder, the 
presence of residual urine determined, and the pros- 
tate palpated through the rectum. 

Palpation of the abdomen after the patient has 
voided will disclose whether or not the bladder is 
unduly distended. If, in a case of distention, the 
bladder is emptied by the catheter inserted to give 
relief or to determine the quantity of residual urine, 
the result may be disastrous. 

In palpation of the prostate the finger should be 
inserted into the rectum and the upper border, lateral 
margins, and median groove of the gland explored. 
One of the most common errors is not reaching high 
enough into the rectum to insert the finger up over 
the upper border. 

The type of obstruction will indicate the nature of 
the operation required. Frequently this information 
can be obtained only by cystoscopy. 

In cases of great distention of the bladder it was 
formerly the practice to insert a catheter and first 
draw off about half of the urine and then, at inter- 
vals, draw off more. This method was an improve- 
ment over rapid emptying but was not ideal because 
relief of the back pressure was intermittent. 

Van Zwaluwenburg conceived the idea of attach- 
ing the catheter to a long tube, leading the tube to a 
receptacle placed at such a height that the pressure 
of the urine in the tube just a little less than balanced 
the pressure in the bladder, and then gradually 
lowering the receptacle over a period of days until it 
was at the level of the bladder and the bladder was 
completely emptied. 

The patient is ready for operation when decom- 
pression has been accomplished gradually, the blood 
pressure has returned to the normal, and there is no 
undue spread between the systolic and diastolic 
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readings. At this time, the phthalein output, which 
invariably drops below normal during decompression, 
has come back to somewhere around 65 per cent. 
The blood urea will be between 10 and 30 gm. per 
100 c.cm., the blood creatinin about 1 gm. per 100 
c.cm., the urine output about 3,000 c.cm. per twenty- 
four hours, and the patient’s mental condition great- 
ly improved. 

It is generally conceded to be a matter of no great 
moment which operation is performed if it is per- 
formed well. 

The author describes his plan of operation briefly. 

Louts Gross, M.D. 


Hunt, V. C.: Hemostasis in Suprapubic Prosta- 
tectomy. Ann. Surg., 1926, |xxxiii, 381. 


In the last twenty-five years there have been radical 
changes in both the suprapubic and perineal meth- 
ods of performing prostatectomy. This has led to 
new standards for the end-results of these operations. 
With the improvements in the technique of the 
operations the ultimate functional results of the two 
methods have been equally good in the hands of 
those skilled in the respective methods. 

The mortality in prostatic surgery depends upon 
pre-operative preparation, the type of anesthesia, 
and hemostasis. Hunt believes that the pre-opera- 
tive preparation of patients and the anesthetic used 
at operation have both helped in lowering the mor- 
tality rate in this type of surgery, but that the im- 
portance of complete hemostasis has not been 
sufficiently emphasized heretofore. The effect of 
blood loss following prostatectomy has been mini- 
mized. However, the loss of blood for several days 
following the operation has lowered the patient’s 
resistance to infection and depleted his organic re- 
serve. 

Various methods have been utilized which ten- 
ded to control bleeding partially and ultimately 
to decrease the total loss of blood., Massage of the 
prostatic capsule immediately after removal of the 
gland has to some extent controlled the loss of blood 
from the interior of the capsule. Irrigation of the 
capsule with hot solutions has also been advocated. 
Packing of the capsule with fat or ingenious tampons 
has been of some value in preventing excessive loss 
of blood. Some success has been obtained also by 
various suturing methods. Thromboplastic sub- 
stances such as kephalin have been employed. Be- 
fore the use of the Hagner bag and Pilcher’s modifi- 
cation of it the best method of controlling bleeding 
from the capsule consisted in packing with iodoform 
gauze, but in the removal of this gauze secondary 
hemorrhage was occasionally precipitated. 

The bag devised by Hagner answered a distinct 
need in prostatic surgery and served as an excellent 
means of producing hemostasis within the prostatic 
capsule. It did not precipitate bleeding on its re- 
moval. Pilcher’s modification of Hagner’s bag pro- 
vides for urethral drainage of the bladder, conforms 
to the contour of the prostatic capsule, and can be 
maintained in position by means of traction. 


The bag may be used in either the one-stage or the 
two-stage operation. It is used in the one-stage visual- 
ized operation to supplement the sutures around the 
vesical neck and controls capsular bleeding. It has 
seemed advisable to prevent the Pilcher bag from 
entering entirely within the prostatic capsule, the 
best result being obtained when it impinges on the 
vesical neck or internal sphincter. The bagis inflated 
with water and held in place by gentle traction on 
the urethral tube. The amount of distention and 
traction necessary to control bleeding is somewhat 
variable. The distention varies with the size of the 
capsule. Excessive distention may be harmful to 
the sphincters of the bladder. The average disten- 
tion pressure in a large series of cases was 140 mm. 
Hg. The bag is maintained in position by traction on 
the urethral tube obtained by means of a modified 
Hamer perineal tripod. 

In the early cases in which the bag was used, 25 
per cent of the patients had varying degrees of in- 
continence, but of the entire series only two have re- 
mained totally incontinent. 

A strong silk cord is attached to a ring in the upper 
end of the urethral tube in the bag and threaded down 
through the urethral tube to the exterior. The prin- 
cipal traction to maintain the bag in place is made 
on the cord. This prevents the traction from pulling 
the bag into the prostatic capsule. For twenty-four 
hours after the operation, drainage from the bladder 
is maintained suprapubically by means of a No. 30 
male urethral catheter. The water is released from 
the bag sixteen hours after the operation and the bag 
allowed to remain in place from four to six hours 
longer. If no further bleeding has occurred at the 
end of that time the bag is removed. A No. 16 
catheter is drawn into the urethral portion of the 
bag and follows it through into the bladder as the 
bag is brought out through the suprapubic incision. 
Urethral drainage allows the suprapubic wound to 
heal quickly and shortens the patient’s stay in the 
hospital. 

In 702 cases in which the Pilcher bag was used it 
was necessary to re-inflate the bag in 4 per cent. 
Secondary hemorrhage occurred from the fifth to the 
ninth day in seven cases. Seventy-five per cent of 
the wounds healed without suprapubic drainage. 
Hunt concludes that the use of the Pilcher bag is a 
most effective method of obtaining hamostasis after 
suprapubic prostatectomy. 


MISCELLANEOUS 


Quinby, W. C.: Conservatism in Surgery of the 
Urinary Tract. J/ntcrnat. J. Med. & Surg., 1926, 
XXXiX, QI. 


A successful outcome of an ailment may be prac- 
tically certain if an organ or an extremity is sacrificed, 
but there is always the question as to whether a 
reasonably good prospect of cure might not be offered 
by some less radical operation. ‘To determine the 
proper form of procedure requires surgical judgment 
and consideration of the experience of other surgeons. 
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The author reports a case of large renal calculus on 
one side with hematuria for fourteen years but no 
pain. The kidney was removed and the patient was 
well at the end of fourteen days, but Quinby is 
uncertain as to whether the operation performed was 
better than removal of the stone. 

Another case reported was that of a 54-year-old 
woman who had pain in her left side for a year and 
was found to have a mass in the loin. The right kid- 
ney was normal, but culture of the urine showed the 
presence of colon bacilli. The X-ray revealed a large 
stone in the left kidney. The urine from the left side 
was purulent and the left kidney was dilated and 
surrounded by severe perinephritis, but the paren- 
chyma was present in fair amount. The left kidney 
was removed. A year later the patient had attacks 
of suppression of urine and became very ill. As the 
other kidney was then found to be infected, a per- 
manent nephrostomy was necessary. The author 
expresses a doubt as to the wisdom of the removal of 
the left kidney. Subsequent events showed the 
hazard created by the operation. The condition was 
due to the patient’s self-treatment for old strictures, 
and the author believes it would have been better to 
help her over her crisis by pyelotomy instead of 
nephrectomy. 

Another case cited was that of a woman of 57 
years who gave a history of attacks of pain in the left 
side followed by the passage of small stones and 
hematuria. Both kidneys had good function. A 
large branching calculus was removed from the left 
side by pyelotomy. Eight months later the patient 
had colic on the other side and passed two small 
stones. She has now been well for five years. 


A fourth case cited was that of a woman 36 years 
of age who had had attacks of renal colic on the 
right side for ten years and had passed stones. One 
year previously she had an attack of colic on the left 
side. For four years she had had cystitis with painful 
and frequent micturition. The X-ray showed stones 
on both sides, but because of a stone in the left 
ureter 4 in. above the bladder the left side was oper- 
ated upon first. By cystoscopy, no flow was obtained 
from either kidney. The renal stones were removed 
by pyelotomy while the ureteral stone was removed 
extraperitoneally through an anterior incision. When 
the patient returned six months later she had gained 
15 lbs., was free from pain on the left side, but com- 
plained of pain on the right side. No flow could be 
obtained from the right side. At operation, the 
right kidney was found to be merely a sac filled with 
stones and was therefore removed. The patient’s 
health was good for two years. Later, a nephrotomy 
was done, stones were removed from the lower calyx 
on the left side, and a stone was pushed down from 
the ureter into the bladder. For a year and a half 
the patient has remained well on a nephritic diet. 
This case shows the value of extreme conservatism. 

In summarizing, the author states that a renal 
stone that cannot be passed should be removed, but a 
nephrectomy should be done only when there is 
absolutely no hope of even partial resumption of the 
function of the damaged kidney. 

Quinby reports also six cases of successful trans- 
plantation of the upper end of the ureter into another 
part of the kidney pelvis in hydronephrosis associ- 
ated with an anomalous renal vessel. 

BENJAMIN F. Rotter, M.D. 








, a ee 


=> ane ft 


“|e — ow 


we 


er Ve emo \e NE 


ee a eee 


arr = Fe = we we 


wee Se 








SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hall, F. C.: Observations of a Medical Man in an 
Orthopedic Clinic. Boston M. &S.J., 1926, cxciv, 
432. 


Hall calls attention to the fact that there is a 
relationship between body mechanics and health since 
the correction of poor body mechanics has often re- 
lieved backache, neckache, and symptoms usually 
attributed to visceroptosis. 

Some persons demonstrating poor body mechanics 
have a low metabolic rate and are benefited by thy- 
roid medication. Etven J. Berkuetser, M.D. 


Doub, H. P., and Davidson, E. C.: Roentgen-Ray 
Examination of the Joints of Hamophiliacs. 
Radiology, 1926, vi, 217. 

After briefly reviewing the literature on hamo- 
philia in general, the authors present a short résumé 
of published cases of joint involvement with special 
reference to the roentgenographic changes, and re- 
port in detail seven cases which have come under their 
own observation. Two of the authors’ cases were 
seen at the time of acute hamorrhage into the knee 
joint; in the five others there had been repeated 
attacks of haemarthrosis. 

The authors group the roentgen signs in hamophil- 
iac arthritis into those of early and those of late 
changes. Cases seen before destruction occurs usual- 
ly show an effusion. of blood into the joint with or 
without calcification, thickening of the joint capsule, 
and lipping similar to hypertrophic arthritis. The 
more advanced cases exhibit destructive changes 
consisting of general or local cartilage and bone de- 
struction which is evidenced by punched-out areas 
in the epiphyses due to hemorrhage into the epiphy- 
sis, the articular surface being intact, or by destruc- 
tion of the articular surface, often with localized 
rounded areas of destruction extending into the 
epiphysis. In the synovial cavity there may be also 
organized blood clots and some calcification. 

These signs are characteristic of hamophiliac ar- 
thritis, and when the typical punched-out areas of 
destruction are seen in conjunction with organized 
blood clots the diagnosis can be made without other 
clinical data. Apvoten Hartunc, M.D. 


Brezovnik, V.: Experimental Studies on Free Joint 
Bodies (Experimentelle Studie ueber freie Gelenk- 
koerper). Bias. lék. Eesk., 1925, \xiv, 1465, 1518. 

The incentive to the study reported in this article 
was offered by the removal of a free joint body meas- 
uring 7.4 by 4.5 by 1.3 cm. from the knee joint of 

aman 41 years of age who had injured the knee in a 

fall six and one-half years previously. According to 
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the literature, this is the largest free joint body ob- 
served up to the present time. 

In his studies Brezovnik attempted to answer the 
following questions: How may the traumatic origin 
of a free joint body be recognized? Will histological 
examination disclose the changes which have taken 
place in the course of time in the fragment forming 
the basis of the free joint body? Does the fragment 
become larger by growth and, if so, what conditions 
cause this growth? 

After reviewing the literature, Brezovnik reports his 
own experimental work on dogs in which he opened 
the knee joint, produced artificial free joint bodies by 
chiseling fragments from the bone, and from fifteen 
to ninety days later removed the free bodies for 
study. 

He found that in all cases the free joint body had 
become attached to the synovia by the penetration 
of the richly vascular synovial mucosa into the spon- 
giosa of the free body while the articular cartilage of 
the free body remained for a relatively long time un- 
altered. The osseous spongiosa of the free body ex- 
hibited near the fracture surface regressive changes 
due to the action of osteoclasts. When these re- 
gressive changes had progressed to a certain stage 
and the osseous trabecul at the fracture surface had 
been more or less destroyed, new osteoid tissue was 
formed which finally became changed into bony 
tissue. Whether this was simply a process of transition 
or one leading to the new formation of bone could 
not be determined from these experiments, but it was 
evident that the new formation took its origin from 
the tissue that had been newly formed from the 
synovia. 

The author concludes from these findings that, 
in man also, the discovery of articular cartilage 
bordered by osseous spongiosa in a free joint body 
may be regarded as an indication of the traumatic 
origin of the free body. In cases of advanced meta- 
morphosis of the fragment, a traumatic origin is 
suggested by the presence of resorptive osteoclastic 
changes in the trabecule of the spongy islands of 
bony tissue at the surface of contact between the 
connective tissue and the bony tissue when the 
center of the island of osseous tissue still exhibits 
the structure of normal bone even though it is in- 
volved in regressive changes. 

In the case reported by the author it was im- 
possible to differentiate between the bone and car- 
tilage, a fact which is easily understandable since 
six and a half years had elapsed since the injury and 
in the experiments reported the cartilage had been 
replaced by the ingrowth of the surrounding con- 
nective tissue at the end of ninety days. The finding 
of old osseous tissue also suggests a traumatic origin 
of a free joint body. 
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The author states that more free joint bodies in 
the human subject should be studied with special 
attention to the characteristic finding of articular- 
cartilage attached to osseous spongiosa. The possi- 
bility of such a finding is not excluded even when 
the history does not indicate a traumatic origin with 
certainty. Such a determination may prove of value 
in forensic medicine. Harm (Z). 


Lehmann, J. C.: Is It Possible for an Osteochon- 
dritic Joint Mouse to Become Rehealed into 
Place? (Ist eine Wiedereinheilung osteochondri- 
tischer Gelenkmaeuse moeglich?)*® Deutsche Ztschr. 
f.Chir., 1925, cxcii, 88. 

In a series of relatively fresh, not loosened or at 
least not entirely free osteochondritic joint mice, 
evidence of a process of substitution of the dead 
marrow and osseous tissue was found. In the non- 
Vital marrow cavities this substitution appeared 
in the form of young fibrous tissue rich in cells and 
vessels, and in the bones in the form of cartilaginous 
and osteoid tissue, reticular bone, and lamellary 
strata on the trabecule of the spongiosa which 
apparently were without nuclei (non-vital). 

On the dorsal surface of the joint mouse and also 
on the fracture surface of the proximal fragment were 
irregular areas of hyaline cartilage which in many 
cases bordered a line of division (pseudarthrosis 
formation) and in others formed a bridge between 
the newly formed bone in the subchondral region and 
that on the border of the deeply penetrating osteo- 
chondritic focus. The latter findings suggest a com- 
plete reconstruction of the area. 

The histological picture in osteochondritis disse- 
cans (osteochondrolysis) is similar to that of Perthes’ 
and Kochler’s disease, and in the latter conditions 
also joint mice are found. 

Axhausen’s theory that in osteochondritis the 
findings are due to a pathological fracture is the most 
plausible. The author does not accept the theory of 
a mild necrotic form of embolism. ‘The question of 
the character and cause of the vascular closure is 
still unanswered. Kocu (Z). 


Smith, A. DeF.: The Pathology of Joint Tubercu- 
losis in Its Earlier Stages. Arch. Surg., 1926, xii, 
749. 

The routine practice in the New York Orthopedic 
Dispensary is to make an absolutely certain diagnosis 
in every early case of suspected joint tuberculosis. 
If guinea-pig inoculation fails, an exploratory opera- 
tion is performed. When the diagnosis is positive, an 
arthrodesis is done. 

From March, 1922, to March, 1925, 190 operations 
were performed on tubercwous joints, exclusive of 
the spine. Of these cases, a series of twenty-three 
in which the process was in the early stages were 
chosen for special study. In seventeen of the twenty- 
three cases the synovial membrane alone was in- 
volved, in three the bone alone was affected, and in 
three both the bone and synovial membrane showed 
tuberculous changes. Since the cases with involve- 


ment of the synovial membrane alone were most 
numerous, the author concludes that tuberculosis of 
joints originates most frequently in the synovial 
membrane. 

In cases in which the synovial membrane is first 
involved the course of the disease is very slow as 
compared with cases in which the bone is first in- 
volved. No cases were seen in which the disease was 
confined to the epiphysis. 

ELVEN J. BeRKHEISER, M.D. 


Kuettner, H., and Hertel, E.: What is Known Re- 
garding Ganglia (Die Lehre von den Ganglien). 
Ergebn, d. Chir. u. Orthop., 1925, xviii, 377. 

Ganglia are cystic tumors with gelatinous con- 
tents which occur in the region of joints and, in the 
opinion of the authors, arise from misplaced ger- 
minal cells of the connective tissue joint anlage. 
Pathologico-histologically, they are cysts with fi- 
brous walls which exhibit hydropic or hyaline de- 
generation of the connective tissue. Ganglia often 
communicate with a joint capsule or tendon sheath, 
They differ from bursz in that they always occur in 
the immediate vicinity of a joint while the latter 
may occur in any part of the body and arise as a 
result of frequently recurring pull or pressure 
stresses. 

Kuettner found a symmetrical occurrence of 
ganglia in 3 per cent of his cases and is inclined to 
the opinion that in these, as in cases of symmetrical 
exostoses and enchondromata, there may be a heredi- 
tary factor. 

Ganglia near the wrist joint constitute 81.3 per 
cent of all ganglia and occur most frequently in 
females between the ages of 10 and 25 years. They 
may develop following strenuous piano or violin 
playing and similar occupations. 

Ganglia near the knee and ankle joints are more 
common in the male than in the female, and develop 
most frequently after the thirtieth year of age. 

Trauma may play a part in the development of 
tumors of this type but is rarely their cause. Gan- 
glia due to occupational injuries are therefore rare. 
On the other hand it appears that such tumors occur 
most frequently in persons with constitutional weak- 
ness of the ligaments. 

The theory of some French surgeons that there is 
a relationship between ganglia and latent tubercu- 
losis has not been substantiated. 

Pain occurs in a ganglion only following a strain 
and is not due to the size of the tumor. While small 
ganglia on the flexor tendons of the fingers may cause 
pain early, ganglia the size of a goose egg appearing 
in the popliteal space may be entirely painless and 
may not be noticed until late in their development. 
The pressure exerted by a ganglion on a nerve often 
causes a peripheral disturbance of sensation and 
more rarely slight motor disturbances. Ganglia of 
the long tendons of the fingers may give rise to the 
phenomenon called ‘‘trigger finger,” in which the 
finger is hindered in flexion at the beginning of the 
movement and then lets go with a jerk or snap. 
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In size, ganglia range from those the size of a pea 
on the finger to those the size of a child’s head in 
the popliteal space. 

Carpal ganglia are easy to recognize, but the 
differential diagnosis between ganglia, bursa, and 
neuroma is difficult when the latter are situated 
near a joint. 

In general, a ganglion should be extirpated under 
strict asepsis. Kuettner estimates the incidence of 
spontaneous cure at 16 per cent. The therapeutic 
measures to be considered are puncture, bursting 
of the ganglion by a blow, subcutaneous discission, 
and total extirpation. Even when extirpation is 
done the incidence of recurrence is 30 per cent. 

In 170 cases of ganglia at the wrist which were 
seen at the Tuebingen clinic the tumor was on the 
dorsum in 79 per cent and on the volar aspect in 2.3 
per cent. 

The ganglion appearing on the radial side of the 
dorsum of the wrist lies in the fossa of Ledderhose on 
the intercarpal joint between the navicular and 
semilunar bones on one side and the multangulum 
minus and os magnum on the other. 

The ganglion appearing on the ulnar side of the 
dorsum of the wrist lies proximal to the ulnar 
styloid process. 

The ganglion appearing on the volar side of the 
wrist always lies between the tendons of the flexor 
carpi radialis and the abductor pollicis longus 
muscles. 

Between the dorsal and volar groups of ganglia 
appears the dorsovolar ganglion on the radial side 
of the wrist. In the palm of the hand ganglia occur 
most frequently near the metacarpophalangeal 
joints. Ganglia of the elbow and shoulder joints are 
exceedingly rare. 

The incidence of ganglia in the lower extremities 
is 9 per cent. In the foot, ganglia are found most 
commonly on the external malleolus. Occasionally 
they develop near Chopart’s joint, between the 
cuboid and the anterior process of the calcaneum, at 
Lisfranc’s joint, and at the talonavicular joint. 
Ganglia of the popliteal space may occur on the 
medial and flexor tendons and may reach the size of 
a tangerine. Somewhat more deeply situated are 
the medial and lateral supracondylar atheromata of 
the knee which take their origin from the bursa of 
the internal gastrocnemius. On the head of the 
fibula, a ganglia may appear which causes irritation 
of the peroneal nerve. 

Multilocular ganglia on the menisci the size of a 
pea are rare. Still more rare are ganglia arising 
from the iliac bursa at the hip joint. The removal 
of these ganglia should always be done with the use 
of a tourniquet and under the strictest asepsis. 

In conclusion the authors discuss tendon ganglia 
which occur as foci of cystic degeneration in tendon 
sheaths or as solid thickenings of the tendons and 
give rise to the so-called trigger finger. They take 
up also the ganglia of the nerve sheaths which as a 
rule are situated centrally in the nerve, arise from 
the connective tissue of the nerve sheath, and pro- 


duce a spindle-shaped or club-shaped thickening of 
the nerve by pushing the nerve fibers aside. 

A typical location of nerve-sheath ganglia is on 
the peroneal nerve in the region of the popliteal 
space. Ganglia of nerve sheaths are painful and 
should always be surgically removed with care not 
to injure the nerve tissue. DUNCKER (Z). 


Batson, O. V., and Zinninger, M. M.: The Experi- 
mental Production of Annular Ligaments as an 
Example of the Influence of Function upon the 
Differentiation of Connective Tissue. Bull. 
Johns Hopkins Hosp., Balt., 1926, xxxviii, 124. 


The authors conclude from their experiments that 
a fundamental property of connective tissue is the 
ability to form fibers under physiological strain and 
that the various connective tissue bands of the body 
are developed in response to mechanical forces. The 
persistence into adult life of structures which are 
vestigial remnants they believe is due to pull exerted 
upon these structures. 

Their studies of the periosteum in relation to an- 
nular bands seemed to indicate that the periosteum 
for each bone -presents a definite arrangement of 
fibers and the arrangement always corresponds to 
the tension applied in the bending of the bone. 

The article is well illustrated. 

S. C. WoLDENBERG, M.D. 


Kroh, F.: Trigger Finger and Stenosing Tendo- 
vaginitis of the Flexor Tendons of the Finger 
(Schnellender Finger und stenosierende Tendovagini- 
tis der Fingerbeugesehne). Arch. f. klin. Chir., 1925, 
CXXXVi, 240. 


The clinical picture of snapping finger and the 
mechanism of origin of this peculiar disturbance of 
motility was described very clearly decades ago. 
The author sought to increase our knowledge of it by 
a careful anatomical study of fourteen cases. 

The disturbance of motility is often erroneously 
believed to be in the interphalangeal joint whereas 
it always occurs at the level of the metacarpophalan- 
geal joint at the point where the tendon sheath is 
narrowed by the accessory volar ligament. 

The trigger phenomenon may occur with flexion or 
extension or both of these movements. The inhibi- 
tion of the tendon movement may arise as the result 
of localized thickening of the tendon with an intact 
or pathologically narrowed tendon sheath or as the 
result of greater or less narrowing of the tendon 
sheath due to thickening or chronic inflammation. 
In the latter condition the disturbance of motility 
may be due to pain and the phenomenon of slipping 
or jerking may be absent. 

The treatment is relatively simple—excision of the 
volar portion of the diseased section of tendon sheath. 

Microscopic examination of the extirpated speci- 
men shows a hyperplasia of all of the elements of the 
tendon sheath. In a more advanced stage there may 
be a fissuring and vascularization of the fascial tissue 
of the ligaments, and at an even later stage, hyaline 
degeneration. 
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In none of the author’s cases was it possible to 
obtain a definite history of trauma or chronic in- 
flammation of the joints, in spite of the fact that the 
processes found in the tendon sheath suggested these 
factors. In every case the Wassermann test was 
negative. Instead of containing fluid, the tendon 
sheath was rather dry. In the cases with the trigger 
phenomenon the author found at the level of the 
proximal accessory band (the accessory volar liga- 
ment) a decrease in the caliber of the tendon sheath 
and peripheral to this a thickening of one or both 
flexor tendons. Bruetr (Z). 


Hanson, R.: On the Development of Spinal Verte- 
brze, as Seen on Skiagrams, from Late Fetal 
Life to the Age of Fourteen. Acta radiol., 1926, 
¥, 112. 

From late fetal life up to the age of 2 years the 
vertebral body appears in a lateral roentgenogram 
as divided into three plates, one upper and one lower 
denser plate and a less dense plate between these. 
In the anterior margin of the latter there is seen an 
excavation in the form of an amputated cone with 
its base directed forward. 

This excavation is occupied by a vein running 
close under the perichondrium or periosteum and 
continued toward the foramen vertebrale by a 
branch on each side of the middle line. During the 
second year of life the excavation disappears except 
in the lower five to seven dorsal and the first and 
second lumbar vertebrz where it persists up to the 
age of 14 years. 

Between the second and fourteenth years of life 
the canal formations may have different shapes as 
shown in Figs. 2, 3, 4, and 5. 

In some persons the vertebral body has a staircase- 
like outline at its two anterior corners, as shown in 
lig. 6. The epiphyses are formed in these staircase- 
like structures (lig. 7). As the author has found this 
kind of vertebra in persons with a rounded back, he 
assumes that in some cases the peculiar shape of the 
vertebra may be the anatomical foundation of ky- 
phosis. 

Hanson has found epiphyses in a child aged 6 
years although it has been stated that they do not 
occur before the age of 11 years. He has discovered 
the described canal formations in all cases examined 
—in fetuses 35 cm. in length and in children of all 
ages up to 14 years. As they are largest in the verte- 
bre which are most frequently involved by tubercu- 
losis, he assumes that the extensive venous system of 
these vertebra may favor the retention of tubercle 
bacilli. 


Freedman, A. C.: An Anatomical Note on a Pos- 
sible Source of Error in the X-Ray Findings of 
the Normal Vertebral Column. Canadian M. 
Ass., J., 1926, xvi, 44. 

The author reports the case of a man 25 years old 
who sought treatment for two painful nodules on his 
back, situated 1/2 in. lateral to the eleventh and 
twelfth spinous processes. Lateral roentgenograms 


showed fissures running transversely through the 
centers of the bodies of the tenth, eleventh, and 
twelfth dorsal vertebra. 

The clinical diagnosis was pulmonary and intes- 
tinal tuberculosis. 

At autopsy, the clinical diagnosis was confirmed. 
The two painful nodules were found to be under the 
deep fascia of the muscles of the back and not con- 
nected with the spine. Roentgenograms of the ex- 
cised vertebral column showed the same fissures as 
the roentgenograms taken during life. A sagittal 
section through the vertebral column revealed, 
running transversely through the center of the bod- 
ics of the vertebra from the ninth thoracic to the 
fifth lumbar, more or less complete horizontal chan- 
nels dividing each vertebra into an upper and lower 
segment and containing veins extending backward 
to join a longitudinal plexus of veins. These chan- 
nels corresponded to the fissures scen in the roent- 
genograms. 

The author describes the embryology and the 
development of these structures. 

The case history is illustrated with several photo- 
graphs and roentgenograms of the spine. 

FraANK G. Murpuy, M.D. 


Wentworth, E. T.: Systematic Diagnosis in Back- 
ache. J. Bone & Joint Surg., 1926, viii, 137. 

Wentworth discusses static backs, osteo-arthritic 
backs, and the differential diagnosis of four types 
of traumatic back—sacro-iliac strain, sacro-iliac 
luxation, lumbosacral strain, and fractures and dis- 
locations in the lumbosacral region. 

Local pain of tenderness may be due to local 
traumatism or the irritation or injury of the nerves. 
In the diagnosis it is necessary to determine the 
nature and degree of the stress which causes pain. 
When the patient complains of weakness, the range 
of motion should be determined by direct and in- 
direct examination. The patient’s economic and 
social background must also be considered, and the 
possibility of exaggeration of the complaints or 
malingering must be borne in mind. 

Low back pain is caused by fractures and dis- 
locations and by osteo-arthritis due to infection or 
a metabolic disturbance. Hypertrophic conditions 
cause local pain on motion and stress, and radiating 
pain resulting from the irritation of certain nerve 
trunks. 

Sacro-iliac strain is the result of muscle fatigue 
causing loss of support of the bony parts by the 
muscles or is produced by sudden over-exertion of 
muscles. The loss of muscle support may be due to 
long standing, stooping, or lying in a fixed position. 
Sudden or prolonged strain may cause various de- 
grees of rupture of the ligaments. 

A diagnosis of sacro-iliac subluxation may be made 
when there is demonstrable mobility of the joints 
with relief of the symptoms by a change of position. 
A physiological relaxation of the joints occurs during 
menstruation and pregnancy and a pathological re- 
laxation during general debility and postural strain. 
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Gross displacements of the joints have been demon- 
strated by the X-ray after severe trauma. The 
diagnosis of sacro-iliac subluxation is substantiated 
when the symptoms are relieved by manipulative 
reduction. 

Lumbosacral strain usually accompanies trau- 
matic sacro-iliac strain and may be due to lordosis 
or a congenital bone anomaly. 

Spondylolisthesis is the exaggeration of lumbo- 
sacral strain and occurs following fracture or dis- 
location of the fifth lumbar facets or in the presence 
of an anomaly of the fifth lumbar vertebra or 
sacrum. 

Static backache is the result of chronic strain due 
to improper position of the feet, legs, pelvis, or 
spine. 

Strains are favored by congenital anomalies. The 
degree of a strain is dependent upon the degree of 
imbalance between the bones and musculo-ligamen- 
tous supports. 

Sacralization is a partial or complete fusion of the 
fifth lumbar vertebra and the sacrum or an articula- 
tion of the transverse process of the fifth lumbar 
vertebra with the ilium. Pain may be produced by 
pressure of a muscle or ligament between the trans- 
verse process and the ilium, irritation or inflamma- 
tion of abnormal] joints or burs, strain of the sacro- 
iliac or lumbosacral joints due to leverage of the 
transverse processes on the ilium or sacrum, or 
stretching of or pressure upon the nerves of the 
lumbosacral plexus. 

Sciatica is usually the result of irritation of the 
lumbar and sacral plexus by injury or disease in the 
lumbosacral or sacro-iliac regions. It may be caused 
also by gluteal myositis, chronic fibrositis, or gluteal] 
bursitis. 

Wentworth reports his findings in 750 cases of 
low back pain, with special reference to the differen- 
tial diagnosis. 

The diagnosis of static strain is difficult because, 
with the exception of poor posture, the findings lack 
uniformity. 

With regard to the differential diagnosis be- 
tween lumbosacral and sacro-iliac lesions, Went- 
worth states that there is a history of severe 
trauma only in the sacro-iliac cases. In cases of 
lumbosacral lesions there is an occupational factor. 
The pain in sacro-iliac cases is sacro-iliac pain, while 
that in lumbosacral cases is lumbosacral and lumbo- 
iliac pain. 

Lumbosacral cases present more marked X-ray 
findings than sacro-iliac cases. In the lumbosacral 
cases there is tenderness over the lumbosacral, 
lumbo-iliac, and sacral regions and the spinous 
processes, whereas in sacro-iliac cases there is 
tenderness over the sacro-iliac joint. 

In sacro-iliac conditions pain may be elicited by 
pressure on the iliac crests when the straight leg is 
raised between 180 and 140 degrees while in lumbo- 
sacral conditions it occurs when the straight leg is 
raised between 140 and 110 degrees. 

Rupovpu S. Reicu, M.D. 





Chassard: Acetabular Lesions in Osteochondritis 
of the Hip (Lesions acetabulaires dans ]’osteochon- 
drite de la hanche). Rev. d’orthop., 1925, xxxii, 517. 


The author reviews the literature on osteochon- 
dritis of the hip and discusses the roentgenograms 
of twenty-six cases. Besides the usual findings such 
as shortening of the femoral neck and a change in the 
angle between the neck and the shaft with more or 
less extensive rarefaction, he calls attention to the 
irregularity of the border of the acetabulum; in some 
cases there may be marked dents and spurs. In the 
vicinity of the acetabulum, and especially in the area 
just above the roof of the fossa, the surface of the 
ilium shows decalcification. In six of the cases studied, 
the roof of the acetabulum was displaced upward, 
while in eight there was a certain degree of subluxa- 
tion of the joint. Ten cases showed a tendency of 
the upper border to assume an elliptical form. In 
six cases the angulation of the ischium ranged from 
93 to 100 degrees, a change which accounted for 
separation of the fossa and the femoral head. 

AntTuony F. Sava, M.D. 


Yount, C. G.: The Réle of the Tensor Fasciz 
Femoris in Certain Deformities of the Lower 
Extremities. J. Bone & Joint Surg., 1926, viii, 171. 


Hip flexion contracture is a very common sequela 
in untreated and improperly treated cases of anterior 
poliomyelitis in which the extent of the paralysis is 
such that walking is impossible but the patient is 
able to sit. If this deformity were one of true hip 
flexion (i.e., due to contracture of the iliopsoas), ad- 
duction or abduction of the thigh would not ma- 
terially influence it, but in the majority of the cases 
it completely disappears when the thigh is abducted 
and re-appears when the thigh is adducted. On its 
re-appearance the structures on the outer side of 
the leg become tense. The iliopsoas, the sartorius, 
and the rotators of the thigh do not seem to affect 
it. In addition to the function of abducting the 
hip, the tensor fascia femoris renders the fascia lata 
tense. In the latter function it is assisted by the 
gluteus maximus which is inserted into it. The 
gluteus maximus therefore acts as a tensor of the 
fascia lata as well as an extensor of the thigh. 

When there is paralysis of the quadriceps extensor 
muscles, knee flexion contracture is very frequently 
associated with hip flexion contracture. 

Knock-knee, another commonly associated con- 
dition, is usually due to displacement of the tibia 
on the condyle of the femur caused by lack of bal- 
ance between the external and internal rotators of 
the knee. In most of these cases, however, it is 
found that the iliotibial band offers resistance to 
internal rotation with overaction of the biceps. The 
treatment indicated depends upon the degree of the 
deformity. Postural stretching without operation 
should be limited to cases of hip flexion without knee 
flexion deformity or knock-knee. In cases in which 
all three deformities are present to a mild degree, 
simple subcutaneous division of. the iliotibial band 
at the knee followed by stretching and correction of 
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the flexion by wedging and by the use of a cast is 
advisable. The presence of all three deformities in 
adults and in children over 6 years of age requires 
complete division of the fascia lata as far as the 
biceps tendon and mesially to the middle of the 
anterior surface of the thigh. 

In marked knee flexion and knock-knee, the bi- 
ceps should be lengthened by the open method. In 
two of the more severe cases reported by the author 
all of the ligamentous structures interfering with 
correction of the deformity were divided, beginning 
at the tubercle of the tibia. 

For cases of quadriceps paralysis in which the 
tensors of the fascia lata are active, the use of the 
latter as extensors of the knee by the method of 
Spitzy is suggested. The author has modified this 
procedure in that, instead of stripping free a narrow 
portion of the fascia lata up to the muscular inser- 
tion of the tensor fasciw femoris, he includes a broad 
fan-shaped section of the fascia lata from the lateral 
and posterior surface. He has used the method in 
one case, but the time that has elasped since the 
operation is not suflicient to warrant conclusions as 
to the end-results. 

In cases of active external and internal ham- 
strings, transplantation of the biceps with the ten- 
sors would probably give the best results. 

Rupovpu S. Reicu, M.D. 
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Galbraith, J. H.: The Prevention of Deformity. 
Allantic M. J., 1926, xxix, 366. 

Davis, A. G.: The Treatment and Correction of 
Spinal Deformity. Adlantic M.J., 1926, xxix, 369. 

Willard, DeF. P.: The Correction of Deformities 
of the Lower Extremities. Allantic M. J., 1926, 
XXIX, 373. 

Yount, C. C.: The Treatment of Deformities of the 
Upper Extremity. Allantic M.J., 1926, xxix, 375. 

GALBRAITH reminds us that joints which are liable 
to become ankylosed should be treated in the position 
that will be most useful to the patient in his occupa- 
tion. Asa rule, the shoulder joint should be treated 
with the humerus abducted and rotated externally; 
the elbow, in about 90 degrees of flexion; and the 
wrist in hyperextension with the fingers flexed. The 
hip should be treated in abduction with slight flexion, 
the knee in slight flexion, and the ankle with the foot 
at right angles to the leg. These positions can be 
maintained with braces or plaster casts. 

To reduce the secondary deformity the factors 
causing it must be overcome by simple mechanical 
methods. 

Davis states that he has much confidence in the 
treatment of attitudinal scoliosis by the Abbott 
method, but believes that scoliosis due to infantile 
paralysis should be treated with jackets applied 
while the patient is suspended and by corrective 
breathing exercises. 

The deformity of Pott’s disease can be prevented 
in most cases by arresting the destructive changes by 





systematic heliotherapy and physiological rest of the 
part. Rest is given by recumbency in a plaster shell 
or on a Bradford frame and by spinal fusion produced 
by the Hibbs or Albee method. The method to be 
used depends upon the requirements of the particular 
case and the surgeon’s familiarity with the various 
procedures. For the average case Davis prefers 
preliminary splinting, correction, and general anti- 
tuberculosis therapy followed by the Hibbs fusion 
operation. 

With regard to compression fractures of the verte- 
br he states that the vertical diameter can be re- 
stored almost to normal if sufficient hyperextension 
is used. 

WILLARD calls attention to the fact that congenital 
club-foot is primarily a deformity due to contrac- 
tures of the soft parts. Later, deformities of the 
bones occur. As correction is easy in the early stages, 
the treatment should be begun before the bones have 
become deformed. If over-correction by manipula- 
tion is found to be impossible, a tenotomy must be 
done on all contracted parts. Braces may be neces- 
sary for months or years to prevent recurrence of the 
deformity. In the cases in which the bones have 
already become deformed radical bone operations on 
the tarsus are necessary in order that the foot may 
be placed easily in a position of mild talipes equi- 
novalgus. 

Deformities of the foot resulting from infantile 
paralysis are due to loss of muscle balance. Opera- 
tive procedures for their correction should not be 
undertaken until after a period of four years devoted 
to attempts to restore muscle function and prevent 
deformity. 

The two operative procedures of the greatest value 
are the transplantation of tendons of strong muscles 
to assume the function of the paralyzed muscles and 
arthrodesis to prevent motion and thereby correct 
the existing deformity. These operations give the 
best results when they are performed after the eighth 
year of age. Arthrodesis should never be done before 
the seventh year and is best delaved until the tenth. 
A stiff painless joint in good position has good weight- 
bearing function. If there is deformity of the hip it 
can be corrected by arthroplasty or subtrochanteric 
osteotomy. 

Yount states that as the injury which results in 
obstetrical paralysis is seldom treated promptly 
after its occurrence, the consequent deformity is 
worse than is warranted by the nerve damage. 

In the treatment the arm should be braced in the 
opposite direction, i.c., in abduction and external 
rotation with supination of the forearm and ex- 
tension of the fingers and wrist. After muscle tender- 
ness has disappeared the entire arm should be mas- 
saged. The splinting and massage should be con- 
tinued for from three to six months. 

In deltoid paralysis due to infantile paralysis, 
arthrodesis of the shoulder gives considerable func- 
tional improvement if the intrinsic muscles of the 
scapula are in good condition. 

ELVEN J. BERKHEISER, M.D. 
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Wittek, A.: Injuries of the Hands and Fingers 
(Hand und Fingerverletzungen). Nederl. tijdschr.v. 
geneesk., 1925, \xix, 94. 

The author, as head of an emergency hospital, 
has had ample opportunity to observe accident cases, 
especially those with poor results, and to learn from 
such errors how to improve methods of treatment. 

First- and second-degree burns of the hands, the 
latter after opening of the vesicles, are best treated 
with silver foil. This treatment results in a cure 
without scarring and causes little pain. 

Injuries of laborers’ hands from circular saws, etc., 
have an unfavorable prognosis. If treatment is in- 
stituted early, the best method is excision of the 
soiled deep wounds with primary suture. 

The success of nerve and tendon suture in the 
hand, especially on the flexor surface, depends upon 
the early insertion of the sutures and the beginning 
of active movements after from ten to twelve days. 

Penetrating wounds of the joints, especially in the 
fingers, should be sutured as soon as possible. In 
the metacarpophalangeal joints, at least on the ex- 
tensor surface, it is nearly always possible to suture 
after the removal of skin flaps, but in the inter- 
phalangeal joints this is quite difficult. 

Injured fingers should be bandaged in slight flexion 
over a roller bandage and possibly with the applica- 
tion of a small flexible metal splint on the dorsal 
aspect. 

Hammer injuries often result in fractures of the 
proximal phalanx with broken-off fragments. ‘These 
fractures must be set properly under anesthesia. 

Complicated hand injuries should not be treated 
too conservatively as crippled finger stumps will 
later be more of a disadvantage than an advantage. 
In partial amputation of the fingers the scar should 
be placed as far toward the dorsal aspect as possible 
and the insertion of the long flexor tendons and the 
base of the proximal phalanx should be preserved. 
A case of this type should be treated in a hospital, 
even though the patient and physician may oppose 
it. The after-treatment should be carried out with 
protracted hot water baths. 

In cases of old hand and finger injuries it is often 
necessary to improve poor results and the conse- 
quences of infection, as, for instance, by the use of 
free fat transplants. Because of the possibility of 
lighting up the infection, extra-articular methods 
should be used. 

In ankylosis of the wrist, dorsiflexion and better 
closure of the hand is obtained by chiscling out a 
wedge with its base directed dorsally. Even if the 
joint is movable, extensive scars remain in the ex- 
tensors; therefore flexor tendons are transplanted to 
the extensor aspect. 

The very frequent faulty contraction makes it 
very difficult to overcome stiffness of the fingers. 
This can be corrected most quickly by Schede’s 
lateral incision. The fingers should then be bandaged 
in slight flexion. 

Ankylosis of the fingers after laceration or after 
suppuration of the flexor tendons such as occurs in 





phlegmons is improved by transplantation of the 
tendon of the palmaris longus. When this condition 
is present in several fingers the author resects the 
first interphalangeal joint and by causing bony 
ankylosis at the correct point gives the hand a better 
grasp. When the thumb is lost, an attempt is made, 
in the cases of young persons, to replace it with 
the toe or to build up a thumb from the skin of the 
breast and a piece of rib; in the cases of older persons 
it is necessary to use a prosthesis. When several 
fingers are lost but the thumb is intact, the meta- 
carpals are sacrificed in order that the remaining 
fingers may be approximated to the thumb more 
easily. When all of the fingers and the thumb are 
lost, the metacarpal interspaces are split and covered 
with skin (Burkard’s ‘“Mittelfinger’’). 
SCHEUER (Z). 


Howell, B. W.: A New Operation for Opponens 
Paralysis of the Thumb. Lancet, 1926, ccx, 131. 

To improve function in the thumb in which the 
normal opponens muscles are paralyzed, the author 
transposes the tendon of the flexor longus pollicis. 
This tendon is exposed through a palmer incision on 
the thumb to above the wrist. The flap is well under- 
mined to the radial border of the thenar eminence 
and a second incision about 2 in. long is made on the 
dorsal surface of the thumb. 

The tendon is then divided at the wrist and the 
distal portion passed subcutaneously around the ul- 
nar border of the first phalanx and out through the 
dorsal incision. It is then passed back through 
the same incision subcutaneously in an oblique direc- 
tion across the tendon of the extensor longus pollicis 
so that it comes to lie subcutaneously on the the- 
nar eminence. 

A subcutaneous tunnel is then made to the upper 
part of the original incision, the tendon is drawn 
through, and with the thumb in opposition the ten- 
don ends are united with twenty-day chromicized 
gut. 

After the operation the thumb is held in opposition 
by acast. When healing has occurred, the patient is 
educated in the use of the thumb in opposition by 
faradic stimulation and massage. 

The author states that he has had good results 
from this procedure in eight cases. 

FRANK G. Murpuy, M.D. 


Smith-Petersen, M. N., and Rogers, W. A.: An 
End-Result Study of Arthrodesis of the Sacro- 
Iliac Joint for Arthritis—Traumatic and Non- 
Traumatic. J. Bone & Joint Surg., 1926, viii, 118. 


In traumatic osteo-arthritis of the sacro-iliac joint 
the roentgenogram shows increased density along 
the margin of the joint, irregularity of the joint line, 
proliferative changes at the inferior margins, and 
disalignment of the pubes. 

Microscopic examination of the cartilage and bone 
removed reveals erosion of the cartilage and its re- 
placement by fibrous tissue. In some cases, the area 
of fibrosis shows localized areas of hamorrhage. 
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In all of the twenty-six cases reviewed by the 
authors the patient complained of local pain and 
tenderness on pressure in the region of the inferior 
sacro-iliac ligament and sacrosciatic notch and of 
radiating pain along the distribution of the first 
and second sacral nerves, i.e., the posterior aspect 
of the thigh and the posterior and lateral aspects 
of the leg. In 72 per cent there was tilting of the 
pelvis. In all of the acute cases muscle spasm oc- 
curred when the patient stood up and decreased or 
ceased entirely when sitting or recumbent position 
was assumed. Straight leg raising was positive in 
twenty-four cases. Lateral compression was present 
in 52 per cent. The authors consider this sign valu- 
able when it is present, but state that it is often 
misleading and is not pathognomonic. 

Since the operation for this condition was first 
described, it has undergone several important modi- 
fications. After the usual exposure of the sacro-iliac 
region, a window is removed from the ilium with a 
motor-driven saw. The joint cartilage is then curet- 
ted out and after removal of the cartilage from the 
block of bone, the latter is replaced and countersunk 
and the edges of the window are broken down. 

Of the twenty-six cases in which this operation 
was performed, complete recovery resulted in twen- 
ty-two (84.6 per cent) and partial recovery in two 
(7.7 per cent). In the remaining two, the treatment 
failed. Rupotpu S. Reicu, M.D. 


Lavalle, C.: Fifty Cases of Tuberculous Osteo- 
Arthritis—White Swelling of the Knee and 
Coxalgia—Which Were Cured by Bone Graft- 
ing, the Patient Remaining in Bed Only Twenty - 
Five Days (Cincuenta casos de osteoartritis tuber- 
culosas—tumores blancos de la rodilla y coxalgia— 
curados con injertos éseos en 25 dfas de cama). 
Semana méd., 1925, XXxii, 1209. 

Lavalle reports the clinical histories of thirteen of 
fifty cases of tuberculous osteo-arthritis which were 
treated by his method of bone grafting. Thin bits 
of bone the size of toothpicks, enveloped in peri- 
osteum, are taken from the patient’s tibia, the cutting 
being done with sharp scissors instead of a saw in 
order to keep the haversian canals open. In tubercu- 
lous osteo-arthritis of the knee, a tunnel is then made 
in the lower third of the diaphysis of the femur and 
the upper third of the diaphysis of the tibia, and into 
these tunnels the ends of the grafts are inserted, the 
graft being passed around the knee like a bridge and 
not penetrating the joint. After the graft has been 
introduced, the periosteum which was pushed back 
from the tibia and femur when the tunnels were 
made is brought back over the graft so as to enclose 
it completely. 

Lavalle believes that the regeneration of bone 
takes place, not from the periosteum, but from the 
cortex and marrow, the periosteum acting only as a 
retainer and guide to the newly formed bone. 

In coxalgia the grafts are passed around the head 
of the femur, one perforating the rim of the acetabu- 
lum and the other the neck of the femur, and are 


united by the strips of bone which run around the 
joint in the subcutaneous cellular tissue. The con- 
nective tissue bed furnishes abundant nutrition and 
a copious blood supply for the graft. The free circula- 
tion established through the haversian canals of the 
graft drains away the toxins from the tuberculous 
focus and establishes conditions of nutrition which 
help the tissues in their struggle against the infection. 
The part of the graft within the bone brings about, 
by its trophic action, a condensing osteitis leading to 
ossification. 

Within a few days after the operation, improve- 
ment is noted in the patient’s general condition, 
appetite, and color; the yellowish tint of tuberculous 
cachexia disappears and the pain stops. After 
twenty-five days the patient can be out of bed with- 
out any apparatus and should be allowed to go to 
school, play, and carry on the normal activities of a 
child’s life. After six months the lateral grafts are 
removed as they have then served their purpose. 
Illustrations of such removed grafts show that the 
fractures in them have healed and that the grafts 
have increased from the size of toothpicks to the 
thickness of a rib. 

The grafts must be autoplastic and osteoperiosteal, 
and in their transplantation the mosi careful asepsis 
must be observed. The bed in the subcutaneous cel- 
lular tissue must be carcfully prepared, and all bleed- 
ing must be controlled so that there will be no clots 
between the bed and graft to interfere with the pene- 
tration of the capillaries. The graft should be 
carried down to the spongy tissues of the bones in 
which it is implanted. While the patient is in bed 
the ficld of operation should be immobilized. 

The grafts in all of the author’s cases have lived. 
They formed firm adhesions with the surrounding 
tissue and were abundantly nourished. A complete 
recovery resulted even in cases of open tuberculous 
osteo-arthritis infected secondarily with other bac- 
teria; the fistula closed and the lesions healed within 
afew months. Many of the cases were old ones with 
advanced lesions and subluxation. The perforation 
of the diaphyso-epiphyseal cartilage in the operation 
has never interfered with the growth of the bone, the 
only cases of shortening being those in which the 
shortening had already taken place before the opera- 
tion. Cases of bacillary osteo-arthritis can be cured 
by this method in five or six months with the child 
leading an active life whereas with the use of the old 
methods of immobilization and heliotherapy four or 
five years were required to effect a cure. If the treat- 
ment is given early, complete mobility of the joint 
can be obtained. Auprey G. Morcan, M.D. 


FRACTURES AND DISLOCATIONS 


Curtillet, J., and Tillier, R.: The Indications for 
the Pedicled Bone Graft and Its Advantages 
(Les indications et les avantages de la greffe osseuse 
4 pédicule). Lyon chir., 1925, xxii, 789. 

The authors claim priority over Cuneo for the 
pedicled bone graft since in 1904 they described 
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the method of making the large flap which constitutes 
the pedicle of such a graft. This thick flap of muscle 
and aponeurosis maintains the vitality of the graft 
by preserving its nutrient vessels. Its formation is 
analogous to the Indian method of making a pedicled 
skin graft which is in common use. 

In general, a free bone transplant acts only as a 
guide to the new formation of bone. The graft itself 
dies and becomes absorbed. A bone graft has often 
been compared to a nerve graft, but the nerve fibers 
that penetrate the dead nerve graft are elements 
which function directly, while the blood vessels that 
penetrate the free bone graft do not play any direct 
part in the function of the bone. The bone graft acts 
only as a prosthesis and the vessels weaken rather 
than strengthen its prosthetic action. They bring 
about absorption and what is called ‘‘haversian re- 
habilitation” and these cause the fragility of the 
graft which is so often responsible for secondary 
fractures. 

It was formerly thought that one of the con- 
ditions for successful bone grafting was healing of 
the wound by first intention, but Ollier found that 
tissues may ossify better if they are irritated in the 
presence of bone. Therefore if a graft is eliminated 
slowly by an attenuated infection the functional 
result may be more satisfactory than that obtained 
by an aseptic operation since under these circum- 
stances the callus formed is capable of being molded 
and there is no danger of a secondary fracture. 

The pedicled graft tends to bring about the de- 
sired result without the danger of infection. Even 
though it contains only a small amount of bone it 
causes ossification of the surrounding tissues. In- 
stead of being transplanted, it is displaced, together 
with ifs nutritive materials, and therefore is living, 
and not dead, bone. 

The graft need never be more than 4 or 5 mm. 
thick, whatever its length. In some of the author’s 
cases it was as long as 10 cm. Thin grafts of this 
type may increase to the size of the normal bone. 

In one of the two principal methods of performing 
the operation the graft is taken from a neighboring 
bone. This is possible, of course, only in the leg or 
the forearm. In the other method it is obtained from 
the bone in which the defect to be repaired is situated. 
Three clinical cases illustrating the different methods 
are reported. AuprEY G. Morcan, M.D. 


Dollinger, J.: The Operative Reduction of Old 
Traumatic Dislocations of the Shoulder, Elbow, 
and Hip on the Basis of 207 Cases (Die operative 
Einrenkung der veralteten traumatischen Verren- 
kungen der Schulter, des Ellenbogens, und der Huefte 
auf Grund von 207 selbstoperierten Faellen). Er- 
gebn. d. Chir. u. Orthop., 1925, xviii, 1. 


This article reports upon 103 cases of old disloca- 
tions treated surgically and supplements a report on 
104 similar cases made by Dollinger in 1911. The 
recent series included forty-five dislocations of the 
shoulder, forty-six of the elbow, and twelve of the 
hip. 


SHOULDER DISLOCATIONS 


The patients with shoulder dislocations ranged in 
age from 11 to 72 years. Thirty-three were men. In 
twenty-nine cases the dislocation was reduced by 
open operation, in ten a resection was necessary, and 
in six the operative wound was closed without further 
procedure. In twenty-seven cases it was necessary to 
deal with the intracoracoid ligament, and in nine 
with the subcoracoid-preglenoid ligament also. In 
two cases there was total softening of the head of the 
humerus which necessitated resection, and in others 
there were more or less marked changes in the head 
of the humerus and in the socket. In twenty-one 
cases the greater tuberosity was fractured, and in 
two cases there was a fracture of the lesser tuberos- 


y. 

Not all of the injuries to the musculature were the 
immediate result of the dislocation since many of 
them could be attributed to unsuccessful attempts 
at reduction. Injuries to the musculature lead chiefly 
to interposition or contracture which impedes re- 
duction. 

The operation for reduction was performed under 
general anesthesia in only eight cases. In the others, 
induction anasthesia according to the method of 
Kulenkampf was used, the patient sitting upon the 
operating table while the assistant held his arm bent 
at right angles. The technique of the operation and 
the replacement in both typical and complicated 
cases is described in detail. 

DISLOCATIONS OF THE ELBOW 

The ages of the patients with dislocation of the 
elbow ranged from 8 to 57 years. In thirty-seven 
cases reduction was effected by open operation, but 
in nine cases resection was necessary. In thirty-seven 
cases the joint was dislocated backward, and in 
seven of these also toward the radial side. In one, 
the dislocation was toward the ulnar side, and in one 
it was forward. In the cases of lateral dislocation the 
external epicondylar and either one or both of the 
lateral ligaments were torn off. A very frequent 
condition was swelling of the joint cartilage on the 
humerus and the formation of callus on the posterior 
surface of the arm and elsewhere. In fourteen cases 
the joint was ankylosed in extension. In a smaller 
number there was a moderate degree of mobility. 

All of the operations were performed under in- 
duction anesthesia. Whenever possible, the joint 
was turned inward so that the ulnar side of the fore- 
arm touched the inner side of the arm. All cicatrices 
and interposed tissue were removed and a smooth 
bone surface was prepared. The procedure for the 
reduction varied in different cases. It was often 
possible to prevent luxation during the operation by 
extreme flexion. In cases in which the dislocation 
was not particularly complicated good function 
was obtained. 


DISLOCATIONS OF THE HIP 


The patients with dislocation of the hip ranged in 
age from 11 to 48 years and all of them were males. 
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There were nine cases of lumbo-iliac dislocation, 
one of obturator dislocation, and two of ischial dis- 
location. In nine cases reduction was effected by 
arthrotomy, but in three resection was necessary. 
All of the operations were done under conduction 
anesthesia according to the method of Keppler, 
which was found to be entirely satisfactory. The 
incision was made from the posterior spine to the 
base of the trochanter and the gluteus maximus was 
separated. The joint socket was then exposed and 
cleared for the reduction, care being taken to preserve 
the various anatomical structures. The technique of 
the operation and reduction, which varied for the 
different types of dislocation, is described in detail. 
No statement is made regarding the end-results in 
these cases because, on account of the war and its 
after-effects, no follow-up of the patients was possible. 
The author therefore refers to the conclusions drawn 
by him in his first report, stating that the results 
were probably just as good as those in the first series 
of cases. ERLACHER (Z). 


Desgouttes, D., and Ricard, A.: The Treatment of 
Fractures of the Upper End of the Tibia (A 
propos du traitement des fractures de lextrémité 
supérieure du tibia). J. de chir., 1925, xxvi, 481. 

Recently the operative treatment of fractures of 
the upper end of the tibia has won considerable favor. 

In fact, some surgeons believe that it is the only 

treatment that will give proper apposition of the 

fragments and the best functional results. 
The authors are not in favor of routine open opera- 
tion, considering as most important arguments 


against it the difficulty of fixing the fragments, which 
are usually multiple, and the fact that the spongy 
bone in this part of the tibia does not lend itself 


well to the use of bone pegs or screws. They admit, 
however, that open operation has the advantage of 
permitting early mobilization and more exact cor- 
rection of the condylar deformity. Condylar de- 
formity, uncorrected, will alter the normal support 
of the femur; this is true especially when the rela- 
tions of the internal condyle of the tibia are dis- 
turbed. 

Desgouttes and Ricard report in detail three cases 
and cite two cases of condylar fracture which were 
treated conservatively, comparing the X-ray findings 
with the final functional results. Such a study shows 
that displacement of the internal condyle has a much 
less favorable prognosis than a similar displacement 
of the external condyle. The reason for this is that 
the axis of weight-bearing passes through the internal 
rather than the external condyle. 

The authors believe that conservative treatment 
combined with the usual auxiliary measures such as 
active and passive motion and massage will give 
results as good as those claimed for the open opera- 
tion. Antuony F, Sava, M.D. 


Conn, H.R.: Fractures of the Os Calcis: Diagnosis 
and Treatment. Radiology, 1926, vi, 228. 

The indications for the treatment of fracture of the 
os calcis are entirely dependent upon the existing 
deformity, and for the demonstration of the de- 
formity the roentgenologist is chiefly responsible. 
The roentgenograms should always show the antero- 
posterior and lateral views. 

Arthrodesis overcomes the symptoms arising from 
the persistent arthritis and relieves the peroneal 
spasm. Since this is without appreciable risk, Conn 
advocates it for cases of non-union of the os calcis. 

S. D. WoLpenBerG, M.D. 














SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


MacDougall, J. G.: Arteriotomy for Embolus Ob- 
structing the Circulation in an Extremity, 
Illustrated by a Successful Case. Canadian M. 
Ass. J., 1926, xvi, 265. 

In embolism of the main arteries, arteriotomy to 
remove the embolus is sound in principle and reason- 
ably safe in practice if it is done early. In the cases 
reported and collected by Key, a successful result 
was obtained only when the operation was performed 
in the first twenty-four hours after the onset of the 
condition. 

MacDougall reports a case of embolism of the left 
renal artery followed four days later by embolism of 
the common femoral artery. Arteriotomy of the 
common femoral artery was done under local anzs- 
thesia with almost instantaneous improvement in the 
affected leg. When the patient left the hospital two 
weeks later he appeared normal and had normal use 
of the leg for eight months. At the end of that time 
he died suddenly of a heart attack. 

J. Frank Doucury, M.D. 


BLOOD; TRANSFUSION 


Herzog, F.: The Action of the Roentgen Rays on 
the Regeneration of Blood (Ueber die Wirkung 
der Roentgenstrahlen auf die Blutregeneration). 
Strahlenthera pic, 1)25, Xix, 759. 

To determine the action of the roentgen rays upon 
the regeneration of blood the author carried out ex- 
periments on seven guinea pigs from which large 
amounts of blood had been withdrawn. The animals 
were kept under observation for about three months. 

Effective direct irradiation of the bone marrow 
apparently always retarded erythropoiesis, but 
under certain conditions (which are not stated) a 
brief generalized irradiation favored the regeneration 
of blood. The latter effect is due probably, not to a 
direct, but to an indirect, action of the rays on the 
bone marrow, perhaps through the agency of chemical 
substances formed by the rays. The author con- 
cludes that a generalized irradiation may prove 
beneficial in severe anemias. 

The change in the leucocyte picture which occurs 
after such a weak irradiation is described, but noth- 
ing new is brought out. Bock (G). 


Perry, M. C.: The Preservation of Blood for Trans- 
fusion. Wisconsin M.J., 1926, xxv, 123. 


The author states that it is possible to preserve 
living human red blood cells for several weeks in a 
solution of lithium citrate and dextrose. The blood 
for preservation is collected in a paraffin-lined Kimp- 
ton tube. The passage from the vein to the receiving 
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vessel should be of large diameter, as short as con- 
venient, and absolutely clean. The preserving fluid 
consists in a 1.8 per cent lithium citrate solution and 
a ro per cent dextrose solution made with freshly 
distilled water, autoclaved separately, and mixed 
just before use. Three volumes of dextrose solution, 
four volumes of blood, and five volumes of lithium 
citrate solution are used. Thus, for 500 c.cm. of 
blood, 375 c.cm. of dextrose and 625 c.cm. of lithium 
are required. The final concentration of the dextrose- 
blood-citrate mixture is 2.5 per cent dextrose and 0.75 
per cent lithium citrate. 

The blood is mixed immediately with the fluid and 
stored in an icebox. The red cells settle at the bot- 
tom of the containing vessel in from twenty-four to 
thirty-six hours. The supernatant fluid is slightly 
opaque and ranges in color from yellow to a greenish 
yellow. A pink tinge to the supernatant fluid in- 
dicates hamolysis caused probably by infection; 
therefore when this is noted the blood must be dis- 
carded. 

When preserved blood is to be used, the superna- 
tant fluid is removed through a tube by gentle suction 
as completely as possible. Sufficient 5 per cent dex- 
trose solution is then added to restore the red cells 
to their original volume. The cell-dextrose suspen- 
sion is gently agitated with a rotary motion and 
poured through two layers of sterile gauze, which re- 
moves small clumps formed during sedimentation. 
The cell suspension is then warmed to body tempera- 
ture and given by any convenient method. 

The transfusion of preserved blood offers a means 
of meeting the requirements of emergencies associ- 
ated with shock and hemorrhage, the supplies being 
instantly available. In chronic maladies, however, 
preserved blood is of less value than whole blood. 

SAMUEL Kann, M.D. 


LYMPH VESSELS AND GLANDS 


Costain, W. A.: Lymphatic Drainage. 
State M. J., 1926, xxvi, 225. 


N. York 

The operation of draining the thoracic duct in the 
neck is a new surgical procedure designed to over- 
come the septic absorption associated with diffuse 
peritonitis. Since this absorption occurs through 
the lymphatics into the thoracic duct, it was believed 
that the ligation and opening of the latter structure in 
the left side of the neck would prevent the septic 
products from entering the blood stream. These 
products are assumed to be the cause of the obstipa- 
tion, distention, vomiting, and cyanosis generally re- 
garded as complications of peritonitis. They are 
contained in the lymph which is constantly being 
poured into the blood in quantities estimated at 2 
qts. a day. In peritonitis, this fluid comes from two 
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septic sources, the peritoneal cavity and the infected 
tissue spaces through the lymphatics proper and the 
lumen of the bowel through the lacteals. 

In practically all of the cases in which the operation 
described has been performed it has been followed 
by marked improvement in the patient’s condition. 
The sooner the duct was drained the better the re- 
sults. 

The author describes the operative technique and 
cites a number of cases. SAMUEL Kaun, M.D. 


Voorhoeve, N.: Malignant Lymphogranulomatosis. 
Acta radiol., 1925, iv, 567. 

After a critical review of the literature the author 
reports the results of the radiological treatment of 
nineteen far-advanced cases of malignant lympho- 
granuloma in which the diagnosis was confirmed by 
histological examination. He states that very much 
more favorable results can be obtained by this treat- 
ment than is generally believed. 


The principles by which a rational radiological 
therapy should be guided and the manner in which it 
should be applied are discussed. Attention is called 
to the importance of treating each local affection 
with sufficiently large doses, and of treating recur- 
rences as soon as they appear. Tissues remaining 
healed after the treatment must not be exposed to 
any more irradiations than are absolutely necessary. 

The author discusses also the frequent occurrence 
of the affection in the mediastinal and abdominal 
glands; the degree of leucopenia caused by the 
treatment, which may be quite marked without 
giving rise to any permanent damage; the recogni- 
tion of recurrences; the influence of the irradiation 
on the temperature and its significance in the diagno- 
sis; the circumstances unfavorable for the prognosis; 
and the contra-indications to treatment. 

Autopsy material shows that histological exami- 
nations during life sometimes do not permit a diag- 
nosis of malignant lymphogranuloma. 








n/n ae) ee ee a) ee | a 


Cc 


t 











SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Hendon, G. A.: Venoclysis or Intravenous Nutri- 
tion. Texas Slate J. M., 1926, xxi, 662. 


Fluids and nutriment may be administered by 
venoclysis when they cannot be given by mouth, 
proctoclysis, or subcutaneous injection. The author 
recommendsa § to 20 per cent solution of dextrose in 
normal saline solution at the rate of sixty drops per 
minute. 

The solution must be completely sterile and must 
reach the circulation at a temperature between too 
and 110 degrees F. Increased lachrymal secretion, 
oedema of the eyelids, and hypostatic pneumonia are 
evidences of supersaturation. An increase in the 
temperature, chills, and headache may occur but 
these are not contra-indications to the treatment. 

Six cases with varied indications for the intra- 
venous injection of glucose solution are reported. 

MERLE R. Hoon, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Destefano, F., and Vaccarezza, R. F.: The Treat- 
ment of Carbuncle in Man (Tratamiento del 
carbunclo humano). Semana méd., 1926, xxxiii, 165. 


From the treatment of 414 cases of carbuncle, 
the authors conclude that the injection of peptone 
gives better results than the use of anticarbuncle 
serum or normal ox serum. In the 192 cases treated 
with peptone alone, the mortality was 10.93 per cent, 
while in eighty-two cases treated with anticarbuncle 
serum alone, it was 15.85 per cent and in seventeen 
cases treated with normal ox serum alone it was 29.41 
per cent. In 280 cases treated with peptone alone 
or combined with a serum, the mortality was 12.85 
per cent, while in 141 cases treated with anticar- 
buncle serum alone or combined it was 19.14 per 
cent and in thirty-three cases treated with normal ox 
serum alone or combined it was 21.21 per cent. 
Twenty-six cases of cutaneous carbuncle with septi- 
cemia were cured by injections of peptone. 

These results indicate that the treatment of choice 
for carbuncle in man is the intramuscular injection 
of peptone. Not only is this more effective than the 
use of specific or normal serum, but it does not cause 
serum sickness. Auprey G. Morcan, M.D. 


D’Herelle, F.: An Attempt to Treat Bubonic 
Plague with the Bacteriophage (Essai de traite- 
ment de la peste bubonique par le bactériophage). 
Presse méd., Par., 1925, XXxlii, 1393. 


The author reports four cases of bubonic plague 
treated by the bacteriophage alone, the first cases he 
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has had the opportunity to treat under proper con- 
ditions. In every instance the clinical diagnosis was 
controlled by direct examination of material obtained 
from the buboes, by inoculation of guinea pigs, and 
by cultures. The case reports are supplemented by 
the temperature charts. 

The bacteriophage employed was an especially 
active one obtained from the excreta of rats during 
an epidemic in Indo-China. Injections were made 
directly into the buboes. 

The first case, which was seen on the third day, 
presented all of the symptoms of the disease. The 
temperature reached 106.5 degrees F., and there was 
marked prostration. In the afternoon an injection of 
1c. cm. of the bacteriophage was made into the bu- 
boes and by the following morning the patient’s 
condition was completely changed. By the end of 
three days the temperature had fallen to approximate- 
ly normal. With the improvement in the general 
condition, the pain and tension in the buboes prac- 
tically ceased. When the buboes were incised during 
convalescence, their contents were found to be 
entirely sterile and an active bacteriophage was 
isolated. 

The histories of the second and third cases were 
almost identical with the history of the first case. 
The time required for recovery was respectively 
three days and twenty-four hours. The bacterial 
findings were the same. 

The third case was seen on the second day of the 
disease. The temperature was then 104.5 degrees F., 
and the pulse 120. One cubic centimeter of the 
bacteriophage was injected immediately. On the 
following day slight improvement was noted, but 
the heart showed the effects of a profound toxamia. 
A second injection of 1.5 c. cm. was followed by a 
rapid fall in the temperature accompanied by cor- 
responding improvement in the patient’s general 
condition. 

On the eighth day involvement of the opposite 
inguinal glands was noted. This had progressed with- 
out any change in the temperature. Cultures from 
the bubo were negative, but inoculations into a gui- 
nea pig caused death at the end of ten days and a 
bacillus pestis which was resistant to the bacterio- 
phage was isolated from the animal’s spleen. 

In all of these cases the bacteriophage has a 
marked antitoxic effect in addition to its bactericidal 
action. The same phenomena have been noted in the 
treatment of dysentery. The author concludes that 
the treatment is specific and as it does not produce a 
reaction it should be employed as early as possible 
without waiting for a certain diagnosis. Because of 
the uniformity of the bacillus pestis, a stock bac- 
teriophage may be used. 

ALBERT F. De Groat, M.D. 
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ANZSTHESIA 


Boros, J.: Cystic, Purulent Cerebrospinal Meningi- 
tis Following Lumbar Anesthesia Induced 
with Novocain (Cystische eitrige Meningitis cere- 
brospinalis nach Lumbalanaesthesie mit Novocain). 
Therapia, 1925, ii, 118. 

{n the period from April 17, 1906, to November 
15, 1924, 1,439 Operations were performed under 
local anwsthesia in the author’s clinic. In fifty-five 
cases the anesthesia was induced with 4 cgm. of 
stovaine. In four (7.3 per cent) of this group it was 
unsatisfactory; in nine (16.13 per cent), bulbar symp- 
toms appeared in the course of the operation; in one, 
the patient collapsed; and in one the operation was 
followed by headache. 

Tropococain was used in twenty-eight cases and 5 
per cent novocain (2.5 c.cm.) in 1,356 operations. In 
sixty-one (4.49 per cent) of the cases in this group 
the anwsthesia was unsatisfactory; in 0.81 per cent 
bulbar symptoms appeared during the operation; in 
293 cases (25.29 per cent) the operation was followed 
by headache; in one case paralysis of the ocular mus- 
cles occurred; and in one case meningitis developed. 

This report is based upon the last case mentioned, 
that of a 25-year-old man who entered the hospital 
with an incarcerated inguinal hernia on the right 
side. Lumbar anesthesia was induced satisfactorily. 
Twelve hours after the operation the patient de- 
veloped a very severe headache, became restless, 
and lost consciousness. After two hours all of the 
cardinal symptoms of inflammation of the meninges 
were noted. Forty per cent urotropin was given 
intravenously. Lumbar puncture disclosed a sterile 
turbid fluid under high pressure. Ten cubic centi- 
meters of trypaflavin was given intravenously, and 
the intravenous injection of urotropin was repeated. 
The symptoms gradually regressed, and by the sixth 
day had ceased entirely. The novocain used was 
tested and found to be without fault. 

Pautrier had a case in which similar symptoms, 
followed the use of stovaine. Besides these two cases, 
only two others of meningitis following lumbar 


anesthesia have been reported in the literature. The 
favorable outcome in the author’s case is ascribed, 
not to the medicaments administered, but to the de- 
compressive lumbar puncture. 

Von LoBMAYER (Z). 


Babcock, W. W.: Demonstration of Spinal Anzs- 
thesia. Surg. Clin. N. Am., 1926, vi, 1. 


In the Samaritan Hospital, Philadelphia, spinal 
anesthesia has been used in more than 20,000 
cases. Babcock believes that when it is properly 
induced it is far safer than nitrous-oxide-oxygen 
or ether anesthesia. He has used it for 90 per cent 
of his more serious operations below the diaphragm. 
In acute abdominal infections it is unsurpassed. 
With no other method can an equal degree of an- 
wsthesia be produced with as little effect upon the 
parenchymatous organs in the cases of patients suf- 
fering from diabetes, nephritis, cholemia, or an acute 
or chronic respiratory disease. 

The physiology of rachianesthesia is that of tran- 
sient root interruption, chiefly the posterior roots, 
with consequent analgesia and loss of tactile, muscle, 
and temperature sense. This block is essential to 
render operation painless. The anterior root block 
is essential to complete muscular relaxation, but as 
it also leads to a slowing and weakening of the heart 
action with a fall in the blood pressure it may be 
hazardous. 

If the anesthesia involves only the lower lum- 
bar and sacral roots no effect on the blood pressure 
will result, but if the fibers supplying the great 
splanchnic vessels and those of the upper part of the 
body are involved, there will be a marked fall in the 
pressure usually lasting for from fifteen to thirty 
minutes. This fall may be combatted by introducing 
fluid, especially serum or gum acacia solution, into 
the vessels. Adrenalin is also effective. For safety 
the blood pressure is watched throughout each opera- 
tion under spinal anesthesia, the intravenous in- 
fusion apparatus is kept at hand, and the technique 
has been so perfected that the injection can be given 
in five minutes. Georce R. McAutirr, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Sicard, J. A., and Forestier, J.: The Present Status 
of Roentgenological Examination with Lipiodol 
(Estado actual de la exploraci6n radiolégica por el 
aceite iodado—lipiodol). Rev. méd. d. Barcelona, 
1925, ii, 572. 

Lipiodol as a contrast medium for roentgen diagno- 
sis was first suggested by the authors in October, 
1921. As the result of its use considerable progress 
has been made in roentgen diagnosis, particularly 
with regard to the subarachnoid space, the lungs, the 
pleura, and cold abscesses. The method is absolutely 
harmless. In more than 5,000 cases in which the 
authors have made lipiodol injections there were no 
deaths, and the only serious accident occurred when 
the injection was made into the cerebral ventricles. 
Moreover, the authors have found no reports of 
serious sequel in the literature. Lipiodol is indicat- 
ed for an area in which the ordinary methods of 
roentgenography are insufficient or dangerous. 

In experiments on animals, lipiodol has been in- 
jected intravenously for the study of the circulation in 
the capillaries. It has been found of value also for the 
study of fat embolism. In man, it has been employed 
for the study of the cavities in the long bones; under 
local anxsthesia, an opening was made in the bone 
with a trephine. In this way it was possible to study 
the evolution of Paget’s disease of Recklinghausen’s 
osteitis fibrosa. 

By having the patient swallow gelatin capsules 
containing 1 c. cm. of lipiodol, the secretory activity 
of the stomach may be studied. The rupture of the 
capsule when its membrane has been digested can be 
easily seen on the screen. In normal subjects the 
capsule ruptures at the end of fifteen minutes, while 
in persons with hyperchlorhydria the time before its 
rupture may be decreased to from five to eight min- 
utes and in those with hypochlorhydria or cancer it 
may be increased to from fifty to sixty minutes. 

Lipiodol may be used also in examinations of the 
lachrymal tract, the maxillary sinus, the urethra, 
the uterine cavity, the fallopian tubes, the ventricles 
of the brain, fistula, bone abscesses, lung cavities 
and the epidural and subarachnoid spaces. 

In thirty-seven cases of intramedullary tumor in 
which the authors have operated, the lipiodol diagno- 
sis was correct in every instance. Several months 
ago the authors mixed lipiodol with olive oil, obtain- 
ing a mixture which is lighter than the cerebrospinal 
fluid and therefore rises in the vertebral canal. When, 
in the case of a normal person, 5 or 6 c. cm. of this 
mixture is injected by the lumbar route, it will rise 
to the cerebral ventricles in fifteen minutes without 
causing pain. When the canal is obstructed, it will 
stop below the obstruction. It may be used in con- 
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nection with ordinary lipiodol to demonstrate the 
location of multiple tumors. 

The article contains fourteen lipiodol roentgeno- 
grams of the lungs, sinuses, cerebral ventricles, and 
vertebral canal. Auprey G. Morcan, M.D 


MISCELLANEOUS 


Kime, J. W.: Heliotherapy in Tuberculosis and a 
New Instrument for Its Use. Med. J. & Rec. 
1926, CXXIll, 164. 

The author claims precedence over Finsen in the 
treatment of tuberculous conditions by sunlight, his 
first article on the subject having been published 
in 1808. 

Finsen found that concentrated sunlight kills 
bacteria fifteen times more rapidly than ordinary 
sunlight. The bactericidal action of sunlight is due 
to increased phagocytosis resulting from an_in- 
flammatory reaction with increased exudation of 
serum and migration of leucocytes. Pryor states 
that sunlight penetrates the body to a depth of ro in.; 
that concentration favors its penetration; and that 
pigmentation favors the absorption of the ultraviolet 
rays. In bone and joint tuberculosis treated with 
sunlight, pain is rapidly alleviated, the temperature 
gradually falls, the appetite gradually returns, weight 
and strength rapidly increase, and the condition of 
the blood improves. 

As glass cuts out the ultraviolet rays, highly pol- 
ished metal reflectors are used to concentrate the 
sunlight. The light is then passed through violet- 
colored screens of celluloid which permit the passage 
of the ultraviolet rays. The condenser is 5 ft. in 
diameter and utilizes all of the shorter rays of sun- 
light. 

In pulmonary tuberculosis the patient is gradually 
accustomed to the condensed light and his bared 
chest then exposed to it for twenty minutes a day. 
This treatment is supplemented by exposure to the 
direct rays of the sun for three hours a day. 

In glandular, joint, and surgical tuberculosis, the 
condensed violet rays are turned directly upon the 
parts affected. Response to the treatment is prompt. 

LLEWELLYN R. Lewis, M.D. 


Clark, W. L.: Electrothermic Methods in the 
Treatment of Neoplastic and Allied Diseases. 
J. Am. M. Ass., 1926, \xxxvi, 595. 


Benign and malignant growths of small or moder- 
ate size may be destroyed by heat of just sufficient 
intensity to desiccate the tissues. The heat is pro- 
duced by a monopolar high-frequency current of the 
Oudin type. The desired effect is produced in the 
tissues by delivering the current through a short air 
space. This treatment is of advantage when the 





lesion is localized and when good cosmetic results are 
not only desirable but essential. It can be controlled 
so perfectly that a small growth on the cornea, for 
example, may be successfully treated without im- 
pairment of vision by the subsequent formation of 
scar tissue and a small growth on the vocal cords 
may be destroyed without destroying the voice. 

Other conditions successfully treated by the desic- 
cation method are localized benign growths of the 
larynx, bladder, and rectum, corneal ulcers, ptery- 
gium, trachoma, cervical erosion, urethral caruncles, 
moles, papillomata, angiomata, naevus pigmentosus, 
leucoplakia, lupus vulgaris, and lupus erythema- 
tosus. 

Coagulation is produced by a bipolar high-fre- 
quency current of the d’Arsonval type. This treat- 
ment, which is more penetrating and intense than 
the desiccation method, is utilized to destroy larger 
growths and growths involving bone. As compared 
with the heat produced by high-frequency currents, 
that produced by the actual cautery is superficial 
in its action. The former is generated within the 
tissues by their resistance to the current, while the 
latter is merely transmitted by contact. 

Whether desiccation or coagulation is used, the 
aim should be to destroy the growth at a single sit- 
ting. As a rule the devitalized tissue should be re- 
moved immediately by excision or curettage. If 
necessary, the base of the tumor may then be given 
further treatment. When the mucous surfaces are 
involved, the destroyed tissue is usually allowed 
to separate slowly because of the greater danger of 
secondary hemorrhage in such areas. Bone that has 
been treated will sequestrate in about six weeks. 
If important blood vessels are involved, it is safer 
to ligate them before the treatment. 

As an example of an operation by the coagulation 
method, amputation of the tongue is described. 
When the condition is far advanced and associated 
with considerable emaciation, it is Clark’s practice 
, to do a preliminary gastrostomy. After the jaws 

have been separated by a mouth gag, a heavy silk 
suture is passed through the tongue from side to side 
and by means of this suture the tongue is drawn well 
forward. The coagulation needle is then brought in 
contact with the anterior surface of the tongue as far 
back as necessary and a line of coagulation is made. 
The tongue is then elevated and the frenum and the 
juncture of the tongue with the floor of the mouth 
are coagulated. In the final step the tongue is ex- 
cised through the coagulated area. After the opera- 
tion the mouth is washed two or three times a day 
with a weak solution of sodium hypochlorite to de- 
odorize it and to keep the slough free from maceration. 
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In addition to desiccating or coagulating the affect- 
ed tissue and sealing the-blood and lymph channels, 
the heat penetrates beyond the area totally destroyed 
and devitalizes malignant cells without permanently 
impairing the healthy tissues, thus lessening the 
likelihood of local recurrences and conserving the 
maximum amount of normal tissue. Malignant cells, 
especially those that are least differentiated, are 
devitalized by a lower degree of heat than normal 
cells. 

The histopathological appearance of cells sub- 
jected to desiccation and coagulation was observed 
to be entirely different from that of cells treated with 
radium and the roentgen rays. Following desicca- 
tion, the cells were shrunken and shriveled and their 
nuclei were condensed and elongated, but the cell 
outline could be made out. The tissue had assumed 
a mummified appearance. The blood vessels were 
thrombosed. There was no evidence of hemorrhage. 

Following coagulation the cell outline was entirely 
lost and the affected tissue elements were fused into 
a structureless homogeneous mass suggesting hyalin- 
ization. 

The cell reaction in the zone adjacent to the area 
treated was studied in guinea pigs and rabbits. Small 
areas of skin, subcutaneous tissue, and muscle were 
subjected to desiccation or coagulation and the 
animals then returned to their cages. Sections re- 
moved several days later revealed practically the 
same tissue changes as those described but, in addi- 
tion, round-cell infiltration in the outlying zones. 
In certain areas this infiltration was localized about 
the blood vessels. 

The electrothermie methods depend for their 
results on the resistance of the tissues to the current, 
which is manifested in the production of heat. In 
desiccation, the current is of comparatively low am- 
perage and the degree of heat is only moderate but 
of sufficient intensity to cause complete evaporation 
of the water content of the cells and to give the cell 
a mummified appearance. Since the mode of cell 
death is associated with very little degenerative 
change and disintegration, only a small amount 
of fibrous tissue is formed as a result of desiccation; 
hence the good cosmetic results of this treatment. 
Incidentally, the neighboring healthy tissues are 
spared the devitalization caused by the formation of 
abundant contractile fibrous tissue. 

The coagulation method, which requires a high 
amperage, induces a more intense heat which not 
only dehydrates the tissues, but causes coagulation 
of the cell protoplasm which results in a proportion- 
ately greater amount of fibrous tissue. 

LLEWELLYN R. Lewis, M.D. 











® 2c oo oe Oe 


oF © Hh 


ee 








~~ — | 


ee | 


— 2. 








MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Brannan, D.: Chloroma: The Recent Literature 
and a Case Report. Bull. Johns Hopkins Hosp., 
Balt., 1926, xxxviii, 189. 

The author reviews the literature on chloroma 
and brings the case reports up to 1925. He accepts 
the seventy-four cases reported by Lehndorff in 1910, 
adds fifty-five cases collected from the literature, 
and reports one case of his own, this making a total 
of 129 positive cases of chloroma up to 1925. 

In practically all of the author’s cases the condition 
was considered of myeloid origin. The diagnosis was 
based primarily on the blood picture and the histo- 
logical structure of the tumor tissue and bone mar- 
row. In all except a few cases of aleukemia, 
there was a definite, acute, or chronic myelogenous 
leukemia. 

Brannan’s patient was a young man suffering from 
myelogenous leukemia with gradually developing 
and characteristic, hard, flat cranial tumors, exoph- 
thalmos with marked visual and fundus changes, 
facial paralysis, impairment of hearing, and symp- 
toms resembling those of mastoiditis and otitis media. 
There was marked roentgenological evidence of in- 
tracranial pressure and orbital and sinus growths. 
The white blood counts were relatively low for 
leukemia but rather typical of chloroleukamia. 
This case is reported in detail with the autopsy 
findings. 

The author believes that the green color charac- 
teristic of chloroma is bound up with the myeloid 
cells. His conclusions are as follows: 

1. Chloroma or chloroleukemia is a myelogenous 
process, an unusual form of myelogenous leukemia. 

2. Aleukwemic stages of chloroma are common, 
whereas proved, true aleukwmic forms of the disease 
are very rare. 

3. Transitional or borderline and atypical cases 
emphasize the close relation between myelogenous 
leukemia and chloroma or chloro-leukamia. 

SuirLtey C. Lyons, M.D. 


Cochrane, R. C.: Notes on the Treatment of 
Surgical Complications of Diabetes Mellitus. 
Boston M. & S.J., 1926, cxciv, 247. 

Diabetic surgery may be divided into that of 
election and that of necessity. Since the war, con- 
siderable progress has been made in the treatment 
of diabetes. Insulin has proved of great value, but 
there is danger of depending too much on insulin 
and neglecting sound surgery. Insulin aids in the 
preparation of the patient for elective surgery and 
is a safeguard against acidosis following the use of 
ether. 
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For all major operations on the lower extremity 
the author prefers spinal anesthesia. Morphine and 
scopolamine may be used with it. 

For operations on other parts of the body he em- 
ploys nitrous oxide oxygen or ethylene and gives 
a preliminary hypodermic injection of morphine. 
Novocain may be employed, but Cochrane does not 
use it in the feet for fear of causing gangrene. It 
may be employed in clean cases with a good blood 
supply. 

Sepsis in diabetes is always an emergency because 
it lowers the tolerance for sugar. The possible bene- 
fit of operation should never be denied a patient un- 
less he is moribund. When the septic condition has 
been relieved, much may be accomplished. In the 
cases of septic patients a blood culture should always 
be taken before an operation, but the operation 
should not be delayed for the report. 

In the cases of very sick and infected diabetic 
patients operation should be done at once. The 
general condition may be improved by the subpec- 
toral infusion of saline solution, the administration 
of a soapsuds enema, and the administration of from 
100 to 150 gm. of carbohydrate in the form of an 
orange. Insulin is not indicated at this stage, but 
can be used later by the physician. 

Carbuncle usually demands immediate operation. 
In the author’s cases Kanavel’s crucial incision 
method is used. The wound is then packed loosely 
with hot boric acid compresses and covered with 
others which are changed frequently for twenty-four 
hours. The Carrel-Dakin method is employed with 
Dakin’s solution or dichloramine-T. In every case 
a good result has been obtained. Diabetics do not 
stand strong antiseptics. 

Abscesses must be promptly incised as diabetics 
seem especially susceptible to infection. Stones in 
the gall bladder or elsewhere may convert a mild case 
of diabetes into a severe one. 

Lesions of the feet almost always occur during or 
after middle age. The feet should be kept scrupu- 
lously clean, and abrasions and blisters on the feet 
given careful treatment. In cases of infected or gan- 
grenous feet, conservation is often possible. Localiz- 
ed infection of the toes docs not require amputation. 
Infected bone must be removed. 

Primary gangrene is always the result of arterio- 
sclerosis. In dry gangrene there is no need for haste, 
but the patient should be kept under close observa- 
tion by the surgeon, put to bed, and given exercises 
to promote the circulation and burn up sugar. 

In the cases of extremely sick patients with a 
virulent infection and gangrene, amputation of the 
lower extremity is best done in the mid-thigh. In 
most other cases a leg amputation will suffice. No 
tourniquet is used. Makcus H. Hosart, M.D. 





60 INTERNATIONAL ABSTRACT OF SURGERY 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Pelouze, P. S., and Viteri, L. E.: A New Medium 
for Gonococcus Culture. J. Am. M. Ass., 1926, 
Ixxxvi, 684. 

The new medium for gonococcus culture described 
by the authors gives just as many positive first cul- 
tures as other media, but the growth in the first cul- 
tures is usually less luxuriant. In subcultures, how- 
ever, the growth is equal to that on other media. In 
all other respects except the luxuriance of the first 
cultures the new medium is vastly superior to other 
media. It is made as follows: 

A calf’s brain weighing approximately 500 gm. 
is forced through wide meshed gauze into 500 c. cm. 
of distilled water and the fluid placed in the icebox 
for twenty-four hours and then filtered several times 
through cotton of various degrees of compactness. 
To the resultant fluid, which is turbid no matter how 
often it is filtered, are added 0.5 per cent of acid 
sodium phosphate and 1 per cent of peptone. The 
fluid is then autoclaved at a pressure of 15 lbs. for 
twenty minutes and then kept as stock. 

To complete the medium, one part of the brain 
bouillon is added to three parts of standard 2.5 per 
cent agar medium made from veal broth with the 
addition of o.5 per cent sodium chloride and 1 per 
cent of peptone. It is then adjusted to a Ph of 7.8, 
which allows for a reduction of two points in autoclav- 
ing, 7.6 being the desired end-point. 





The medium is then tubed, autoclaved, and slant- 
ed. After it solidifies, the tubes are corked with 
sterile rubber corks to retain the water of condensa- 
tion. After the medium has been completed and 
cooled, there may be some flocculation in the butts of 
the tubes. This can be easily overcome by placing the 
medium in bulk in the autoclave, quickly bringing it 
to a pressure of 15 Ibs., and then, after filtering and 
tubing it, replacing it in the autoclave for completion 
of the sterilization. While this process improves the 
appearance of the medium. it seems to cause some 
change in it which renders the cultures more scanty; 
therefore the authors do not use it. 

The article is summarized as follows: 

1. Provided the medium is good, gonococcus cul- 
ture is as easy as other ordinary cultures. 

2. Much of the literature on the culture of the 
gonococcus should be rewritten because findings due 
to faults in the medium have been interpreted as 
peculiarities of the germ. 

3. Our best media heretofore have been difficult 
to make, have frequently became contaminated by 
the necessary handling, could not be sterilized by 
heat, and usually did not keep the germ alive for as 
long as a week. The new medium described is as 
simple to make as ordinary agar. It can be auto- 
claved after its completion, it gives as many positive 
first cultures as other media; it grows the germ in- 
definitely in subcultures; and it retains the vitality 
of the germ for at least one month. 

Cart R. STEINKE, M.D. 
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